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Therapy of whooping cough—Kurschner 


per ml. 


The specialist—trained or educated? 


New (3rd) Edition—Gardner’s 
FUNDAMENTALS OF NEUROLOGY 


Here is a helpful and basic book for anyone interested in 
a firmer appreciation of the intricate workings of the nervous 
system. Dr. Gardner presents in a simple and direct manner 
the fundamental concepts of neuroanatomy, neurophysiology 
and neurochemistry as a foundation for more detailed study 
of specific phases of neurology. 


Material is based upon dissection, microscopic studies of the 
nervous system, experimental data and study of neurologic 
disorders. You'll find useful information on topics like 
these: Excitation and Conduction—Properties of the Reflex 
Are—Mediation of Reception and Response—Control of Mus- 
cular Activity—Control of Visceral Activity—Spinal Cord and 
Nervous—Peripheral Nerves—The Brain Stem—The Senses 
and Their Afferent Pathways—The Cerebellum—The Fore- 


™——USE HANDY SAUNDERS 


An excellent discussion of learning, language and conditioned 
responses is presented in a compact manner. You'll find a 
scholarly delineation of the importance of motor areas and 
nervous pathways. The photographs are brilliantly clear and 
the diagrams are understandable and uncomplicated. A use- 
ful glossary of neurologic terms adds additional value. 


Osteopathic physicians, nurses, physiotherapists, and occu- 
pational therapists interested in a clearcut introduction to 
the subject will find information of undeniable value in this 
new and up-to-date edition. 


By ERNEST GARDNER, M.D. Professor of Anatomy, Wayne State Uni- 
versity College of Medicine, Detroit. 338 pages, 54%” x 8%”, with 154 
illustrations. $5.75. 


New (3rd) Edition! 


ORDER FORM ON PAGE 119 ———> 
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ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 
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probably the easiest-to-use x-ray table in its field 


; 


- certainly the simplest avtomatic x-ray control ever devised 


leteral Lotere! ae ap MAPULA Above Below Gu. PA 


know why? look . . . 
1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 
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obviously as canny an x-ray investment as you can make 


Modest cost 

Excellent value : 
Prestige “look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


57, May 1958 
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559 A comparative clinical investigation of chlorampheni- 


col and osteopathic manipulative therapy of — 


whooping cough. 


Otto M. Kurschner, A.B. D.O., M.Sc(Ped.), 


F.A.C.O.P., Philadelphia, Pa. 
562 The clinical importance of ascorbic acid in ortho- 
pedic practice, 
Martyn E. Richardson, D.O., St. Louis, Mo. 
567 The problem of anovulation in private practice. 
James G. Matthews, Jr., D.O., Berkley, Mich. 
Notes toward a history of kinesiology. 
Philip J. Rasch, Ph.D., Los Angeles, Calif. 


575 Silent lesions in the colon of the aged. 
Charles D. Ogilvie, D.O., Dallas, Tex. 
Shane-Ashman method of balanced anesthesia. 
Edward Barnett, D.O., Saginaw, Mich. 


581 Electroencephalography and the general practitioner. 
Ronald M. Lawrence, B.S., M.Sc. D.O., North 
Hollywood, Calif. 
585 External otitis. 
R. B. Juni, D.O., Des Moines, lowa 
587 Disseminated lupus erythematosus. Clinical manifes- 
tations and review of nine cases. 
Harry I. Riegel, Jr., D.O., Los Angeles, Calif. 


Roentgen signs in acute appendicitis. 
Samuel L: Snyder, D.O., and Cora I. Cloos, 
D.O., Los Angeles, Calif. 


Case Reports 
Acute anxiety from abuse of tranquilizing drugs. 
Robert A. Kovan, D.O., Kansas City, Mo. 
Secondary chondrosarcoma of the scapula. 
James M. Eaton, D.O., F.A.C.O.S., Philadelphia, 
Pa., and Richard H. Borman, B.S. D.O., 
Des Moines, Iowa 
601 Editorials 
Notes and Comments 
Activities of the American Osteopathic Association 


Proposed amendments to the Constitution, By-Laws, 
and Code of Ethics of the American Osteo- 
pathic Association 


Current Literature 
Book Reviews 


Published monthly by the American Osteopathic Association. 
Printed by Pioneer Publishing Compeny Publication Office, 100 
S. Kenilworth Ave., Oak Park, Ill. Editorial and Executive 
Offices, 212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; 
single copies $1.00. Acceptance for mailing at special rate o 
postage provided for in Section 1103, Act of October 3, 1917, au- 
thorized August 31, 1922, Entered at Oak Park, Ill, Post ce 
on second class matter April 1, 1926, under the Act of March 3, 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 
E. OHIO ST., CHICAGO 11, Ill. CHANGE OF ADDRESS: Ii 
possible, clip address from mailing envelope of your copy of this 
magazine and send along with new address (with zone number if 
any). Allow 5 weeks for change-over. 


Copyright, 1958, by American Osteopathic Association. 


INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC AssociA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5 Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
tial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JourRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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anxiety and tension states 


ambulatory psychoneurotics 
hospitalized psychotics 


and for nausea and vomiting 


the full-range tranquilizer 


(pronounced Trill’-ah-fon) perph 


¢ Mg. for mg. more effective than other phenothiazines 
¢ Greatly increased therapeutic index 

* Jaundice attributable to TRILAFON alone not reported 
* No skin photosensitivity observed 

* No report of agranulocytosis 

¢ Significant hypotension absent 

¢ No apparent impairment of mental acuity 


Refer to Schering literature for specific information regarding indi- 
cations, dosage, side effects, precautions and contraindications. 
TRILAFON —gtey tablets of 2 mg. (black seal), 4 mg. (green 
seal), 8 mg. (blue seal), bottles of 50 and 500; 16 mg. (red 
seal), for hospital use, bottles of 500. 


SCHERING CORPORATION +« BLOOMFIELD, NEW JERSEY 


TR-5-2697 
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a modern 
3 


21 long-acting sulfonamide 


20 MIDICEL provides all the clinical advantages 4 
of truly modern sulfonamide therapy: 1 TABLET- 
A-DAY CONVENIENCE—no forgotten or omitted main- 
19 tenance doses with consequent hazard of drug-free 
periods. RAPID EFFECT—prompt absorption, good tissue 
diffusion. PROLONGED ACTION—effective blood and 
urine concentrations sustained day and night with 1 tablet 
18 daily. BROAD-RANGE ANTIBACTERIAL ACTIVITY—combats 
most sulfonamide-sensitive organisms; especially valuable 
in urinary tract infections. WELL TOLERATED—low dosage, 
high solubility and low concentration in urine minimize 
danger of crystalluria. 


Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or 
moderate infections, or 4 tablets (2 Gm.) for severe infections. 
16 Maintenance — 1 tablet (0.5 Gm.) daily. Children’s Dosage: 8 
According to weight. See literature for details of 
dosage and administration. Available: 
15 0.5 Gm., quarter-scored tablets, 9 


bottles of 24 and 100. 
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in angina pectoris 


Peritrate’win Nitroglycerin 


(brand of pentaerythritol tetranitrate) 


to relieve the acute attack and 
sustain coronary vasodilatation 


the long-acting emergency tablet for “stress days” 


Peritrate with Nitroglycerin (an uncoated, 
sublingual tablet which disintegrates 
immediately) contains 1/200 gr. 

nitroglycerin plus 10 mg. Peritrate (sublingual). 
It provides immediate relief of anginal pain 

with hours of sustained coronary vasodilatation. 
Dosage: 1 tablet sublingually as needed. 


WARNER-CHILCOTT 


Vor. 57, May 1958 
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Look out for the “little” strokes resulting from 
abnormal capillary fragility. Many cerebral 
accidents may be avoided if adequate amounts 
of capillary-protective factors — hesperidin 
complex and ascorbic atid — are provided.' 


Double vision coupled with complaints of 
transitory dizziness, paresthesia, or ataxia points 
to the possibility of a “little” stroke. 

Other indications may include physical weakness, 
mental confusion. Such symptoms usually 

pass quickly but are likely to recur.?* 

Early recognition can gain vital therapeutic time. 
Hesper-C provides hesperidin complex and 
vitamin C as synergistic support for capillary 
resistance and repair.‘ 

1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 

2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference 

on Cerebral Vascular Disease, American Heart Association, 


Princeton, N. J., January, 1957. 4, Martin, G. J. (Ed.): 
Hesperidin and Ascorbic Acid, New York, S. Karger, 1955. 


Hesper- 


200 még. 
hesperidin complex 
mg. 


ascorbic acid 


Available: As capsules — and NEW Hesper-C Liquid for your geriatric patients. 


Provides: 100 mg. hesperidin complex plus 100 mg. ascorbic acid per capsule or tea- 


spoonful (5 ml.) of syrup. 


RB 6 capsules or teaspoonfuls daily, or more. No toxicity or untoward effects have ever 
been reported even with massive dosage. 


THE NATIONAL DRUG COMPANY 


Research 


Philadelphia 44, Pa. 


1724-87 
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multivitamins 


MULTIVITAMINS IN SOFTAB FORM 
ONE TABLET CONTAINS: 
5000 USP Units 
1000 USP Units 
60 mg. 
2 mg. 
2 mg. 
1 mg. 
Bi. 5 meg. 
Calcium Pantothenate 3 mg. 


Niacinamide 10 mg. 
DOSE: 1 TABLET DAILY 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS 


Vex com 


Everybody likes 
Mulvidren 


Please write for physician’s tasting samples. 


ASAGENA, 
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NOW...A NEW TREATMENT 


THE PROPHYLAXIS 


‘Cardilate’ tablets <7 .? shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris. Circulation Jan.) 1958. 


*'Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Journar A.O.A. 
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wide-range nitrofuran 


controls the “problem pathogens" of 


brand of furazolidone - 


demulcent 
adsorptive 


A finely divided suspension containing Furoxane, 50 mg. per 15 cc., 
with kaolin and pectin = Pleasant orange-mint flavor 

= For patients of all ages (may be mixed with infant formulae; 
passes through a standard nursing nipple). 


@ Perorally effective against a wide range of enteric bacteria':?— 
including common pathogenic species and strains of Escherichia, 
Salmonella and Staphylococcus not adequately controlled by 
antibiotics and sulfonamides. 

= Bactericidal rather than bacteriostatic. 

= Does not induce development of significant bacterial resistance, 
nor predispose to monilial or staphylococcal overgrowth. 

= No toxicity reported.’ 

Mild sensitization, nausea, emesis occur canna 


Supplied in bottles of 240 cc. 

Also available: FUROXONE Tablets, 100 mg. scored, bottles of 20 and 100, 

1. Ponce de Leon, E.: Antibiotic Med. & Clin. Therapy 4:816, 1957. 

2. H. W. McFadden and M. M. Musselman: Personal communication to Eaton Laboratories. 


NITROFURANS A unique class of antimicrobials Products of Eaton Research 
Eaton Laboratories, Norwich, New York 
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The safe, physiologic 
potentiation 


now also available in two other 


outstanding Pfizer antibiotic agents 
used in your practice... 


Glucosamine, a physiologic” absorption-enhancing agent, is 
chemically an amino sugar, 2 amino d-glucose, C. His NO;. 


Enhancement studies involving 84 adjuvants and 30,000 blood 
level determinations revealed glucosamine as the enhancement 
agent of choice for both tetracycline and oxytetracycline (Tetra- 
cyn®and Terramycin®).Not only did glucosamine considerably 
increase antibiotic blood levels, but it produced these higher 
blood levels more consistently in crossover tests. And, impor- 
tantly, glucosamine has no adverse effect in the human body. 


Glucosamine is a normal physiologic metabolite that is found 

widely in the human body. Glucosamine does not irritate the 

tf" gastrointestinal tract; it is sodium free and releases only four 
fi rst calories of energy per gram. Further, there is evidence that 
glucosamine may influence favorably the bacterial flora of the 


aval lab le intestine. 


GLUCOSAMINE-POTENTIATED TETRACYCLINE Capsules, 250 mg. and 125 mg. 


Cosa-Tetracyn for Oral Suspension 


Delicious orange flavor. 1.6 Gm., 125 mg. per 5 cc. teaspoonful 
when reconstituted. 2 oz. bottle. *Trademark 


References: Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. Shalowitz, M.: Clin. Rev. 1:30 (April) 1958. Welch, H.; Wright, W. W. 
and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.)-1958. - 
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A POINT OF VIEW IN ’55 

“At this time, it appears that the problem 

of antibiotic-resistant bacteria is the 

greatest fear in the future with chronic 
infections of the... urinary tract. . 


A POINT OF FACT IN ’58 

“.. This prediction has proved 

to be correct for both gram-positive 
‘and gram-negative organisms.”? 


-.-WITH ONE NOTABLE EXCEPTION 

**... studies indicate that microorganisms, 
in vitro and in vivo, do not appear 

to develop resistance to FURADANTIN.”* 
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for acute and chronic 
genitourinary tract infections 


FURADANTIN 


brand of nitrofurantoin 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory cases and in 
ehronic infections—100 mg. q.i.d., with meals and with food or milk on retiring. 


REFERENCES: 1. Flippin, H. F.: Virginia M. Month. 82 :435,.1955. 2. Caswell, H. T., et al.: Surg. Gyn. 
Obst. 106 :1, 1958, 3. Nesbitt, R. E. L., Jr., and Young, J. E.: Obst. Gyn., N. Y. 10:89. 1957. 


NOW, for hospitalized patients, for severe urinary tract infections when peroral 
administration of FURADANTIN is not feasible and for serious infections as 
septicemia (bacteremia): FURADANTIN Intravenous Solution 


NITROFURANS ...a new class of antimicrobials . . . 
neither antibiotics nor sulfonamides wil 


EATON LABORATORIES, NORWICH, NEW YORK 
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topical 
bactertostasis 

oropharyngeal 


infections 


and. 


following 
tonsilectomy 


pain 


OraBiotic provides prompt and prolonged relief of 
irritated or inflamed mucosal surfaces of the mouth 
and throat. The topical analgesic action of Propesin 
is superior to that of benzocaine and does not numb 
the sense of taste. 

In addition, Orasiotic contains Neomycin and 
Gramicidin for effective action against gram-positive 
and gram-negative bacteria responsible for most oro- 
pharyngeal infections. These antibiotics are virtually 
non-irritating and non-sensitizing. 

Chewing Orasiotic stimulates the flow of saliva 
which, laden with these medications, acts like a “bac- 
teriostatic bath” over the entire oropharyngeal mu- 
cosa.! Chewing and swallowing. also exercise throat 
muscles, relieve local postoperative muscle stiffness. 

Clinically Orasiotic has been found remarkably 
effective in post-tonsillectomy care. Secondary hem- 
orrhage—the recognized sequel of local infection— 
occurred in less‘than 1% of 283 patients given 
Orasioric routinely after tonsil surgery.1 Tonsillar 
fossae were umaind clean and free from malodor 
and pain. : 


FORMULA:’ Each delicious, ~— -flavored chewing gum troche con- 
tains 3.5 mg. Neomycin (from sulfate), 0.25 mg. Gramicidin, and 2.0 


mg. Propesin. (prapyl-p-aminobenzoate). 


DOSAGE: In superficial oropharyngeal infections, 1 troche q.i.d.; after 
tonsillectomy, 1 troche chewed for 10-15 minutes q.i.d. from the first 
through the fifth post-operative day. 

AVAILABILITY: Packages of 10 and 20 troches. 

1. Granberry, 'C:, and Beatrous, W. P.: E.E.N.T. Mo. 36:294 (May) 


. 1957. 2. Ritterihouse, E. A.: E.E.N.T. Mo. 36:406 (July) 1957. 3. Fox, 
L: Clin. Med. 4:699 (June) 1957. 


| WHITE LABORATORIES, INC., Kenilworth, New Jersey 


Analgebic/Antibiotic CHEWING GUM TROCHES 
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for SELECTIVE, SUPERIOR 


keletal musele relaxatior 


PETHOCARBAMOL 


Richmond 20, 


A ROBAXIN—a completely new chemical formulation—pro. 
vides sustained relaxation of skeletal muscle spasm, J 
tam Muscular function... and with essential freedom from 
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FOR THE FIRST TIME 


a truly aqueous ONE-VIAL preparation 
FOR SAFE ANTI-INFLAMMATORY THERAPY 


The expanding needs for anti-inflammatory action virtually free of side 
effects can now be satisfied with CHY MAR Aqueous. CHY MAR Aqueous 
quickly abolishes—and prevents—inflammation of all types. It dissipates 
inflammatory swelling, with an ensuing improvement of local circulation, 
reduction of pain, and promotion of healing. Combining Chymar Aqueous 
with antibiotics is indicated in the treatment of infected wounds and in the 
prophylaxis of lesions prone to infection. 


CHYMAR Aqueous is crystallized chymo- ° 
trypsin in sodium chloride injection for intra- o> H ; M AR 
muscular administration. In 5 cc, multiple GUCOUd 


dose vials. Systemic Anti-inflammatory 
5000 Armour Units per milliliter. Stable for 


one year if refrigerated. 


me THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


16 Journat A.O.A. 
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This is a mark 


It is our new symbol of service in medicine, 

the new mark of Mead Johnson & Company... 
The flame symbolizes life, appropriately so because 
the business of Mead Johnson & Company is that of 
sustaining human life by serving the physician 
through the development of better nutritional and 
pharmaceutical products . . . The flame, too, 

is a symbol of the dedicated knowledge of the medical 
profession with which we have been identified 

for 50 years .. . The contrasting square in which 
the flame burns has attributes we strive to 

maké disciplines of this Company—stability, 
exactitude, precision and absolute dependability. 
These are to us in keeping with our pledge to 

the medical profession . . . We hope you like our 
new mark and when you see it on our products, 
advertising, laboratories and plants it will 

recall to you the loyal spirit that animates 

all our people and their activities .. . 

a vital force of expanding research which will 
bring new achievements in the nutritional and 
pharmaceutical fields for people of all ages. 


Mead Johnson 


Symbol of service in medicine 


you will look for again and again 
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The flame in our new mark expresses the questing spirit which 
energizes our people and their activities at Mead Johnson & Company. 
It is the restless spirit of the searching mind, of the never-satisfied 
drive to discover the new, the better .. . that which anticipates the 
needs of today’s medical world ... Whenever and wherever 

you see this new mark we hope you will recall its significance, 

that it stands for expanding research in both the nutritional and 


pharmaceutical fields—with the physician for the physician. 


Mead Johnson 


Symbol of service in medicine 


Divisions: Nutritional and Pharmaceutical, Parenteral, Pablum Products and International - Mead Johnson & Company « Evansville 21, Indiana 


This mark stands for expanding research 
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The flame in our new mark expresses the questing spirit which 
energizes our people and their activities at Mead Johnson & Company. 
It is the restless spirit of the searching mind, of the never-satisfied 
drive to discover the new, the better .. . that which anticipates the 
needs of today’s medical world . .. Whenever and wherever 

you see this new mark we hope you will recall its significance, 

that it stands for expanding research in both the nutritional and 


pharmaceutical fields—with the physician for the physician. 


Mead Johnson 


Symbol of service in medicine 


Divisions: Nutritional and Pharmaceutical, Parenteral, Pablum Products and International - Mead Johnson & Company « Evansville 21, Indiana 


This mark stands for expanding research | 


They taste delicious...dissolve readily in the mouth 


Tri-Vi-Sol® / Poly-Vi 


3 basic vitamins 6 essential vitami 


drops tablets drops « tabled 


| 


for easier vitamin protection 


of infants and children... 


you can now select 


both formulation and form 
from the ‘Vi-Sol’ Family 


The ‘Vi-Sol’ tablets give you a new, 
appealing dosage form for continuing 
vitamin protection of children as you 
“graduate” them from drops. 


‘Vi-Sol’ drops and tablets have delicious 
fruit-like flavors ... are easy to give, 
stable, and hypoallergenic. 


Now... when you prescribe Tri-Vi-Sol, 
Poly-Vi-Sol or Deca-Vi-Sol, be sure to 
specify form: drops or tablets. 

Drops available in bottles of 15, 30 and 
50 ec.; Tablets, in bottles of 24 and 100. 


Deca-Vi-Sol* 


10 significant vitamins 


drops « tablets 
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Mead Johnson 


Symbol of service in medicine 


You can select the appropriate 
instructions for mothers 

from the Mead Johnson 

family of printed services. 


e to save time for you 
e to supplement your directions 
e to give mothers added confidence 


“Your Baby’s Heaith Record” — 
booklet for distribution to mothers. Space 
provided for physician formula and feed- 
ing instructions and vitamin specifica- 
tions; also formula preparation instruc- 
tions (both terminal heating and aseptic 
method). When ordering, specify Dextri- 
Maltose or Lactum version. 


“Formula Products Wall Cards” — 
formula prescription blank and prepara- 
tion instructions and vitamin specifica- 
tions. Designed to hang in kitchen for 
convenient reference by mothers. When 
ordering, specify Lactum, Olac, or 
Dextri-Maltose. Preparation instructions 
cover both terminal heating and aseptic 
methods. 


“Prescription Sheets” — 
Formula—available for any Mead John- 
son product: include preparation specifi- 
cation. 

Vitamin—for infants and children, speci- 
fying individual ‘Vi-Sol’ drops or tablets 
(Tri-Vi-Sol, Poly-Vi-Sol, Deca-Vi-Sol) 
with area provided for additional phy- 
sician instructions. 


For further information on any of the 
Mead Johnson printed services, ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 
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Your selection for each 
formula feeding 
need 1s easy 


The Mead Johnson Formula Products Family 


Mead Johnson 


Symbol of service in medicine 
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your selection of formula 


classic milk-formula feedings 


protein-generous feedings 


flexible feedings 


milk-sensitive infants 


protein-sensitive infants 


nonspecific digestive disorders a 


Printed services are av 


Dextri-Maltose 
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® 
Lactum 
“instant” powder /liquid 


The classic infant formula in ready-prepared 
form. Made from whole milk and Dextri-Maltose 
. .. based on textbook recommendations. Used 
successfully in feeding millions of babies. 


Olac* 
“instant” powder /liquid 


Ready-prepared formula with generous protein. 
Made from nonfat milk, highly refined vege- 
table oil and Dextri-Maltose. Nutritionally 
generous for full term infants and prematures. 


Dextri-Maltose’ 


powder 


The professional carbohydrate modifier. Manu- 
factured specifically for infant formulas. Meets 
your highest standards for quality. Three for- 
mulations to choose from. 


Sobee* 
“instant” powder /liquid 


Hypoallergenic soya formula. Requires only 
water for preparation of nourishing feedings... 
no added carbohydrate needed. Light color, 
pleasant taste. 


Nutramigen® 


powder 


Ready-prepared formula containing protein in 
hydrolyzed form. Made from casein hydrol- 
ysate, refined vegetable oil, arrowroot starch 
and Dextri-Maltose plus vitamins and minerals. 


Probana’ 


powder 


Ready-prepared therapeutic formula. Made 
from protein milk powder, hydrolyzed casein, 
banana powder and dextrose. Well tolerated in - 
celiac disorders and chronic diarrheas. 


ilable for your convenience. Please see opposite page. 


Mead Johnson 


Symbol of service in medicine 
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formula feeding 
of milk-sensitive 
infants 


when you select 


Sobee 


Hypoallergenic soya formula 
“instant” powder / liquid 


you provide a hypoallergenic 
formula well tolerated in 
milk sensitivity. 


Eczema, colic and other symptoms 
of milk allergy are usually relieved 
promptly. The pleasant bland 
taste and ‘‘milk-like’’ color are 
readily accepted. Sobee needs no 
added carbohydrate—only water 
—for well tolerated, growth-sup- 
porting feedings. 


The leaflet ‘‘How to Care for Your 
Allergic Baby” helps mothers fol- 
low your instructions on use of 
Sobee; it also contains suggestions 
for care of the skin and general 
eare. Ask your Mead Johnson 
representative or write to us, 
Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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new 
‘flavor-timed” 
_dual-action 
coronary vasodilator 


ORAL 
for Sustained coronary vasodilation and 
protection against anginal attack 
SUBLINGUAL 


for Immediate relief from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 

Glyceryl! trinitrate (nitroglycerin)—0.4 mg. (1/150 grain) 
is in the outer jacket—held under the tongue until 

the citrus flavor disappears; provides 

rapid relief in acute or anticipated attack. 


The middle layer of the tablet is. 

the citrus ‘flavor-timer.” 

Pentaerythritol tetranitrate —15 mg. (1/4 grain) is in the 
inner core—swallowed for slow enteric 

absorption and lasting protection. 


For continuing prophylazis patients may 
swallow the entire Dilcoron tablet. 


Average prophylactic dose: 1 tablet four times daily. 


Therapeutic dose: 1 tablet held under the tongue 
until citrus flavor disappears, then swallowed. 


LABORATORIES 
| NEW YORK 18, N.Y. 
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NEUTRALIZES PENICILLIN 


(Penicillinase Injectable,* SchenLabs) 


EUTRAPEN 


THE FIRST SPECIFIC FOR PENICILLIN REACTIONS 


+ acts within an hour, lasts up to a week'’” 

- one injection sufficient in 80% of cases® 

- itching abates promptly* 

- 97% of reactions clear in 12 to 96 hours** 

+ well tolerated’: 

+ may be lifesaving in certain anaphylactic reaction cases**+ 


+“For this reason, and from these studies, penicillinase 
[NeutraPen ] should be kept on hand in every doctor’s office 
or hospital where penicillin is administered.” 


The new purified injectable penicillinase, NEUTRAPEN, 
aborts penicillin reactions. An enzyme, it catalyzes the 
hydrolysis of penicillin to penicilloic acid, which is 
nonallergenic. Current therapy—antihistamines, ACTH 
or steroids—treats effects. NEUTRAPEN counteracts the 
cause by neutralizing the penicillin itself, offering a 
new concept of treatment that promises safer penicillin 
therapy. 


penicillin levels at zero 4 to 7 days’? The action of 
NEUTRAPEN is specific, rapid and long-lasting. It inacti- 
vates circulating penicillin within an hour after injec- 
tion, and continues effective for four to seven days.'” 


“highly effective”* NeuTRAPEN effected prompt and com- 
plete clearing of reactions in 45 of 52 cases reported by 
Zimmerman.’ Given in the first month, one injection 
of NEUTRAPEN cleared the reaction in 12 to 96 hours in 
97% of cases. Becker** noted complete clearing of 
urticaria and angioedema within 24 to 72 hours in 42 
of his 46 patients. The absence of relapses was termed 
“a major clinical achievement....”* Minno and Davis*® 


reported “... prompt relief of itching...in nearly every — 


case...” and complete clearing in all 42 cases. 


well tolerated’’” Clinically, NeuTRAPEN has been shown 
to be well tolerated when used intramuscularly® and 
pharmacologically “... virtually non-toxic, even at dose 
levels several hundred times the minimum effective 
dose.” 


tmay be lifesaving NeuTRAPEN may be lifesaving in ana- 
phylactic reactions that occur an hour to several hours 
after injection of penicillin.** In such cases it “...may 
be given intravenously as well as intramuscularly.”*> 
For this reason, Becker says, “*... penicillinase 


NEUTRAPEN® IS A REGISTERED TRADEMARK OF SCHENLABS PHARMACEUTICALS, INC, 
* PATENTS PENDING 
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[ NEUTRAPEN] should be kept on hand in every doctor’s 
office or hospital where penicillin is administered.” 


indications 

Therapeutic: NEUTRAPEN is indicated in all cases of 
penicillin reaction except the immediate type of 
anaphylactic reaction. 


Prophylactic: When drugs and vaccines (notably 
poliomyelitis vaccine) which contain small amounts of 
penicillin are given, it is recommended that NEUTRAPEN 
be administered concurrently to those patients (1) who 
are known to be sensitive to penicillin, and (2) who 
have a history of allergy. 


Differential Diagnosis: In summarizing his experi- 
ences with NEUTRAPEN, Zimmerman suggests that its 
“..,response may be considered a useful tool in the 
differential diagnosis of eruptions where penicillin is 
only one of several possible inciting allergens.” 


dosage and administration NeutrraPen, 800,000 units I. M., 
injected as soon as possible after symptoms of penicil- 
lin reaction appear. If necessary, dosage may be 
repeated at 3-day to 4-day intervals. In anaphylactic 
reactions 800,000 units should be given intravenously 
as soon as possible and immediately followed by 800,000 
units intramuscularly. 


contraindications and side effects No specific contraindica- 
tions. Some soreness at the site of injection, which may 
be accompanied by erythema and local edema, may be 
noted in some patients, but it is transient and not seri- 
ous, The intravenous use of penicillinase has been 
reported to cause chills and fever in some cases. 


supplied NEUTRAPEN is supplied in single-dose vials con- 
taining 800,000 units of purified injectable penicil- 
linase as lyophilized powder. It is stable at room 
temperature in the dry state. 


references (1) Becker, R. M.: New England J. Med. 254:952, 1956. 
(2) Chen, J. Y. P.; Bard, J. W., and Balsito, A. A.: Antibiotics Sympo- 
sium, Oct. 3, 1957, in press. (3) Zimmerman, M. C.: Antibiotics Sym- 
posium, Oct. 3, 1957, in press. (4) Becker, R. M.: 106th Ann. Meet., 
A.M.A., New gan Y., June 5, 1957. (5) Becker, R. M.: Antibiotics 
Symposium, Oct. 3, 1957, in press. (6) Minno, A. M., and Davis, G. M.: 
J.A.M.A. 165:222, 1957. (7) Davis, G. M.: Discussion, Antibiotics Sym- 
posium, Oct. 3, 1957. (8) Zimmerman, M. C.: The Prophylaxis and Treat- 
ment of Penicillin Reactions with Penicillinase, Clin. Med., in press. 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet tid. because of the 
special timed-release design. 


first—s to 4 hours of relief 
rom the outer layer 


then—3 to 4 more hours of relief 
rom the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 


Pyrilamine maleate ...... 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


SMITH-DORSEY «a division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 
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STRASENBURGH 


Single Capsule Daily Dose 


Predictable Weight Loss 


equal parts of. netamine and dextro amphetamine 
‘in the form of a resin complex. Three strengths—_ ae 


| —— thehungersynarome 


clinically tested... 


by more than 700 physicians in over 4900 cases of 
overweight in selected University Hospitals and 
Clinics as well as in private practice.” 


not a CNS stimulant... 


unlike d-amphetamine, LEVONOR is not a central 
nervous system stimulant, but is an anorexigenic 
specific that does not cause “jitters,” tenseness, or 
nervousness, Can be given after dinner... 

AT 8 P.M. OR LATER... to allay night-time hunger 
without disturbing sleep.* 


safe... 


“5 times safer (LD/50) than d-amphetamine’... 
strikingly free of side-effects. 


effective... 


produces an average weight loss of 2-2% lbs. 
per week. 


suggested dosage schedule... 


clinicians have found LEVONOR particularly well 
suited to a dosage schedule of one tablet three times 
a day...at 11 a.m., 4 p.m., and 8 p.m. Some patients, 
especially those who have previously been treated 
with d-amphetamine, may require a temporary 
initial dosage of two tablets three times a day. 
LEVONOR offers the lattitude necessary to adjust 
dosage to the needs of individual patients. 


available... 


in bottles of 100 tablets, each tablet containing 
5 mg. of 1-phenyl-2-aminopropane alginate. 


1. Sc. Exhibit, A.M.A. Meeting, Dec. 2-6, 1957. 
2. Se. Exhibit, Mich. State Med. Meeting, Sept. 25-27, 1957. 
8. Gadek, R. J.: Report 912:1957. 

4. Se. Exhibit, N. Y. State Med. Meeting, Feb. 18-21, 1957. 


NORDMARK Pharmaceutical Laboratories, Irvington, N. J. 
tPatent Pending *Trademark 
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Speedier Return to Normal Nutrition 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


and the Medically Acceptable 


Reducing Diet 


L, any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 


Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 


Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 

Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 

In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for.the patient 
to adhere to the restrictions imposed. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


Journat A.O.A. 
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A single short course of injections—1 mi, 
daily for 6-8 days—provides prompt re- 
lief which persists for months in most pa- 
tients, and can be maintained by 
occasional booster doses. 

Anergex therapy suppresses allergic 
manifestations, regardless of the offend- 
ing allergen, thus eliminating skin tests, 
special diets, and long drawn-out desen- 
sitization procedures, 

Over 500 documentated case re- 
ports'?34 show that Anergex provided 
marked improvement or complete relief in 
over 60 per cent. 

Anergex Is effective in: Seasonal rhinitis (rose fever, 
hay fever); nonseasonai rhinitis (dust, dander, molds, 
foods); allergic asthma; asthmatic bronchitis and 
eczema in children; food sensitivities. 

Available: Multiple-dose vials containing 8 ml.—one 
average treatment course. 


1, Clin, Med. 2:1009, 1955. 

2. Amer. Proct, & Digest Treat. 9:1447, 1956. 
3. Clin, Med. 3:1059, 1956, 

4, Unpublished data. 


Reg. U.S. Pat. Off. 
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References: 1 Council on Drugs, 
J.A.M.A, 166: 1958, 2 . Prat 
titioner 179:465, 1957. ronk, G. A., and 
D. E.: Ant Med & Clin, Ther. 
4:166, 1957. Kaplan, Dickison, H. Ly 
Hu Sei, K. and Buckwalter. F. H.: Ibid. 
and Felix, id. 4: 438) 1957. 6 rua 
. and ibid. 4:408, 1 
7. Putnam, L. E.: Ibid. 4:470, 1957. 8. 
C. R., and Fleischmajer, R.: Ibid. 4: 422, 1957. 
9. Welch, H., Lewis, C.'N., Staffa A. W., 
Wright, W. W.: Ibid. 4:215, 1957, ‘te, Cronk, 
Naum ant, 2. sod ‘Casson, K 
biotics Annual, 1957-8 Weich 
Medial, Enyclopedia, new 


Hubel, K.A., Paimieri, B., and Bunn, 
p. 443. 13. lan, M. A., Albright, H., 
and _ Ibid. p. 415, 14. Portney, 

lovsky, ‘ot, layna: 
de ig Felix, And Harvey, Ibid. 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S, PAT. NO. 2,791,609 


Tetrex requires no “activating additive” 


— it is purely tetracycline phosphate complex, with an inherent, 
e : chemically unique property of being rapidly and efficiently 
absorbed. 


Each Tetrex Capsule contains: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s. 


Tetrex produces "peak high” 
serum levels 
— over 5000 human blood determinations after oral or intramus- 


cular administration have consistently demonstrated fast, high, 
prolonged serum levels in patients of all ages.>-5+67-8:9.10.11,12,13,14,15 


Tetrex has an impressive documented 
record of clinical effectiveness 


Fae — more than 170 million doses of tetracycline phosphate com- 
ae plex in 1957, with 5 published clinical reports by 9 investigators 
Ly on 826 patients.**”*'° Clinical evaluation: “should probably 
. Rein be considered an improvement over, and an ultimate replace- 
Vand ment for, the older tetracycline hydrochloride.” ° 


BRISTOL LABORATORIES INC., Syracuse, New York 
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~ Not available to the wives 


of Henry VII despite 


his realm 
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Now available at low cost 
to all your patients during 
pregnancy & lactation New 


MOLIRON PREN ATAL 
@wide-range Vita-mineral’ 
supplement/phosphorus-free 


NEW ECONOMY: less than % the usual cost. 
NEW CONVENIENCE: only | tablet a day. 
Especially “special” because of MOL-IRON, 
the unique molybdenized ferrous iron complex- 
for over 10 years unexcelled in tolerance and 
effectiveness, particularly in pregnant women! 


Bottles of 30 (month's supply) /Bottles of 90 (trimester's supply) 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


Vor. 57, May 1958 


Just one Tablet e day provides: 


6000 U.S.P.U. 
Vitamin C (Ascorbic Acid) ......... 100 mg. 
Mol-iron: 

Ferrous Sulfate 75 mg. 

Mol 1.1 mg. 
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severe, acute or chronic, 
primary or. secondary fibrosis 


even early 
eumatoid arthritis. 


more potent and comprehensive 
treatment than salicylate alone 


. assured anti-inflammatory 


éffect of low-dosage corticosteroid’ 


.. additive antirheumatic action 
of corticosteroid plus salicylate ?* 
brings rapid pain relief; 

aids restoration of function 


more easily manageable corticosteroid dosage 


.. much less likelihood of 


treatment-interrupting side effects '* 


Composition 

METicorTEN® (prednisone) .. 0.75 mg. 
Acetylsalicylic acid .............. 325 mg. 
Aluminum hydroxide ............ 75 mg. 
Ascorbic acid ............:........... 20 mg. 


Packaging: SicmaGEn Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et alt 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, Fi 
Fed. Proc. 12:326, 1953. 5. Busse, 
E. A.: Clin. Med. 2:1105, 1955. 6 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 

Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION + BLOOMFIELD, N. J. 
5 G-J-198 
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the NEW 
Softab™ 


for 
nausea and vomiting 
of pregnancy 


r oni, in sickness - inner-ear disturbances 


no water needed 
attacks basic causes centrally 


and peripherally 
matoy contains both antiemetic 
and antispasmodic 


late 


Jonger acting—lower in cost 


inction 
dosage 
100d of 

Each Softab contains : 
izine Hydrochloride. . 50 mg. 
.75 me, 10 mg. 
325 mg. lamine (Hyoscine) 

20 mg. 

ine Sulfate 0,05 mg. 
yamine Sulfate .. .0.05 mg. 


et al. 
[pre for samples and literature 
955. 3. < 
hinerva 
rra, 
Busse, 
55. 6. 
1, Ohio 


Stuart 


THE STUART COMPANY 
use of ASADENA, CALIFORNIA 
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Raudixin helps Raudixin helps 
you relieve you relieve 
pressures in — pressures on 
your patients your patients 


Raudixin “lowers Raudixin “relieves 
blood pressure and slows anxiety and tension, 
the pulse rate much particularly the 
more efficiently than the ee a tension headache 
barbiturates. ... It is not . a of the mild 
habit-forming and is a hypertensive patient, 
synergistic with all other better than 
known hypotensive drugs.’’* any other drug.”’* 


Journat A.O.A. 
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in arthritis and allied disorders...striking improvement in function 


nonhormonal 
anti-inflammatory 
anti-arthritic 


In the vast majority of cases, BUTAZOLIDIN produces “...a 
definite decrease in muscle spasm, pain, swelling, heat, and 
increase in the range of motion of involved joints...” Initial 
improvement is often satisfactorily maintained over a period 
of years.?.3 

BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 
with its use are urged to send for detailed literature before instituting 
therapy. 


(1) Denko, C. W.; Rumi, D., and Bergenstal, D. M.: Am. Pract. & Digest Treat. 
6:1865; 1955. (2) Kuzell, W. C., et al.: New England J. Med. 256:388, 1957. 
(3) Smyth, C. J., and Clark, G. M.: J. Chron. Dis. 5:734, 1957. 

BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 
BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone 
GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN 


(phenylbutazone GEIGY) 


= 


GEIGY 


ARDSLEY, N. Y. 


(brand of phenmetrazine hydrochloride) 


not an amphetamine, but an oxazine 


Chemically different from the amphetamines, PRELUDIN effectively 
suppresses appetite with little or no C.N.S. stimulation! 


* produces double the weight loss achieved by dietary means alone!5 
* minimizes nervous tension and jitters; rarely affects sleep! 

* no reports of significant toxic reactions!+ 

—well tolerated for use in moderate hypertension, chronic cardiac 


disease or diabetes. 


(1) Gelvin, E. PR; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (2) Holt, 
J. O. S., Jr.: Dallas M. J. 42:497, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7 :1456, 
1956. (4) Council on Pharmacy and Chemistry, New and Nonofficial Remedies: J.A.M.A. 163 :356 
(Feb. 2) 1957. (5) Ressler, C.: J.A.M.A. 165 :135 (Sept. 14) 1957. 


Pre.upin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets 
of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 
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nutritional rehabilitation 1 not well, but well fed 


he'll be back with the family soon 


he’s being well fed with 


Sustagen’ 


Therapeutic food, Mead Johnson 
powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 

The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 


your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


\ Mead Johnson 
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HESE Visette owners are 
increasingly making the 
*cardiogram a part of many 
examinations in patients’ homes, 
at hospitals, plant clinics — 
wherever the need is indicated. 
Its 18 pound weight and “‘brief- 
case” size allow the Visette to 
go along on these calls as readily 
as an instrument bag. Tests are 
made quickly and easily because 
of such typical Visette features 
as all accessories right at hand 
in the cover compartments. . . 
automatic grounding by push- 
button control . . . lead selection 
by simply turning a knob, with 
automatic stylus stabilization 
between leads . . . ‘‘double- 
check” standardization signals 
. instantly visible, inkless 
record made by a heated stylus 
. convenient “‘writing table’’ 
surface for making test notations 
on the record. And Visette per- 
formance stays accurate and 
reliable, as a result of rugged 
mechanical construction . . . the 
use of modern electronic compo- 
nents including transistors and 
aircraft type ruggedized tubes 
. .. and a smaller, more durable 
recording assembly. 

If, like this growing number 
of your colleagues, you feel your 
practice would benefit by such 
convenient ‘cardiography, ask 
your local Sanborn Representa- 
tive for complete information 
and a Visette demonstration. Or 
for descriptive literature, write fustone yea afler introduction... 


Sanborn Company, attention 


Inquiry Director. 
more than 2000 doctors already know 
the convenience and value of ‘VISETTE’”’ ‘cardiography 


Sanborn Model 300 Visette electro- 
cardiograph $625 delivered, con- 
tinental U.S.A. 


SANBORN 
Cc oO M PA N Y Model 51 Viso-Cardiette, “‘office standard” in thousands of 


MEDICAL DIVISION practices, remains available at $785 delivered, continental U.S.A. 
175 WYMAN STREET 
WALTHAM 54, MASS 
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CAMP’S VARCO 


FOR LOW BACK SYNDROME 


original, authentic, anatomically and physiologically correct 


Recommended position for strains and sprains 


INDICATIONS ADVANTAGES AVOIDS 
Herniation of lumbar disc Effective traction Dermatitis from adhesives 
Sprain of lower back Early relief from pain Thrombophlebitis 
Acute scoliosis Permits proper nursing Swollen ankles and knees 
Fracture of lumbar vertebrae No complications _Patient irritation 
or processes 
No contraindications Prolonged disability 
Injury to lower back following : ; ; 
difficult confinement Easily applied Quadriceps atrophy 
Simple fractures of pelvic bones _ Patients cooperate Prolapse of lumbar disc 


cAMP S. H. CAMP and COMPANY I. 


Jackson, Michigan 
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#11377 


Ophthalmoscope Streak Retinoscope 
Medium handle Finoff Transilluminotor 


#11375 


| Medium handle _Finoff Transilluminator 


ALIST 


#11378 


Ophthalmoscope Streak Retinoscope 
large handle Finoff Transilluminotor 


#11376 
Ophthal p Spot Reti — 
Lorge handle Finoff Transilluminator 


<= 


American Optical Company. 


Instrument Division Buffalo 15. N.Y. 
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Q SUMMARY OF REPORTS FROM 1,814 PHYSICIANS (19,443 PATIENTS) 


No. of Patients Results Percent 
6,059 Excellent 31.2% 
9,987 Good 51.3% 


2,441. Fair 12.6% 


956 sas Unsatisfactory 4.9% 


Because of untoward side effects, lack of patient cooperation 
and other factors, many products—with excellent clinical reports 
—fail when measured by the yardstick of day-to-day practice. 


_ For these reasons, Unitensen (cryptenamine) was supplied to 

the Nekionale of, 1,814 physicians who used it to treat 19,443 hypertensive pa- 
tients. Treatment was carried out while the patients engaged in 

their normal, everyday occupations and activities. Despite such 


iO of unorthodox practices by the patients as indulging in dietary in- 
discretions and taking the medication other than as prescribed, 


" the “Proof in Practice” study validates the clinical findings, and 
shows Unitensen is a safe, potent antihypertensive, which helps 
| if assure patient cooperation and permits office management in the 


great majority of patients. 
. ‘Each Unitensen tablet contains: Cryptenamine (tannates) 2.0 mg. 
D fd ¥ | C eC Each Unitensen-R tablet contains: Cryptenamine (tannates) 1.0 mg., 
Reserpine 0.1 mg. 
For prescription economy, prescribe Unitensen products in 50's. 


To serve your patients today — call your pharmacist for 
any additional information you may need to help you 
prescribe Unitensen or Unitensen-R. 


IRWIN, NEISLER & CO., Decatur, Illinois 
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Carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 
prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 

DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 


PD-71 
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Quaker Oats and Mother’s Oats, . 


the two brands of oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of 
equal nutrient value. 


The Quaker Oats @mpany 


CHICAGO 
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Acsimais upon arising must often be dealt with as part 
of a therapeutic regimen. In addition to the well-known 
syndrome of early pregnancy, several other causes of 
“breakfast anorexia’ are recognized. Generally psycho- 
logical in character, they include fear or lack of enthusiasm 
in facing the day, distaste or intolerance for the fried and 
fatty foods commonly served at breakfast, and habit 
patterns such as late rising with the inevitable morning 
rush. Obese patients who “‘cannot” eat breakfast tend to 
overeat during the day in order to overcome the deficit. 


When “breakfast anorexia” must be overcome, phy- 
sicians find that a dish of steaming oatmeal as the main 
food at breakfast is a great help in the solution of this 
problem. Its inviting warmth and delicious taste make the 
oatmeal dish appealing even when appetite is poorest. 
It also provides readily available energy for a morning of 
productive work; it helps to allay huhger throughout the 
morning; it makes a notable contribution to the day’s 
nutritional needs; it is low in fat, and is easily digested. 


Oatmeal is richer in protein than all other whole-grain 
breakfast cereals. It ranks among the highest in thiamine, 
and contributes other B vitamins as well. It is outstand- 
ing for its iron content. 


The correction of “breakfast anorexia’ can be made 
easier in many ways by a morning dish of oatmeal and 
milk, so quickly and easily prepared, and so gratifying. 
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when they won't take time 
to eat what they should... 


gt 


ee. 
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“THE BOHEMIANS’’* BY GERRY GERSTEN 


a good B-complex... 


...or when a diet goes wrong for any reason, ® 
what’s probably needed first ... and most... S U [- eX with 
is the essential B-complex. That’s a good time 
(Abbott's B-Complex with C) 


to remember 
Just one Sur-Bex with C tablet a day represents: 


150 mg. 

*Coming your way in color 300 mg. 

Brewer's Yeast, 150 mg. 


next month, Doctor. 


Watch for them in your mail in June. 


Asa dietary supplement: 1 or 2 tablets daily 
In convalescencet 2 or more tablets daily Abbett 
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meprobamate 
prolonged 
release 
capsules 


Evenly sustain relaxation of mind and muscle "round the clock 


‘ 
+ 


MEPROSPAN THERAPY 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS- 
CLE SPASM THROUGHOUT THE DAY. 


TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH- 
OUT THE NIGHT. 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


# maintains constant level of relaxation 
= minimizes the possibility of side effects 
«simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 


Supplied: Bottles of 30 capsules. 
Each capsule contains: 
Meprobamate (Wallace) ................... 200 mg. 


2-methyl-2-n-propyl-1,3-prop 


Literature and samples on request. 
Q)°WALLACE LABORATORIES, New Brunswick, N. J. 


*TRADE-MARK CME-6557-48 
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flowering birch #’scatters pollen near and far... 


5 na dryl antihistaminic 
antispasmodic 
provides fast relief of allergic 

symptoms caused by free pollens 


The antihistaminic action of BENADRYL promptly 
relieves nasal blocking, rhinorrhea, itching and 
related histamine reactions, while its atropine-like 
antispasmodic effect suppresses bronchial and 
F gastrointestinal spasm. These dual actions make | 4 
BENADRYL equally useful in patients with many 
other allergic reactions encountered throughout 
* Caution is suggested in prescribing BENADRYL for use at 

_ times or under conditions where sedation or atropine-like 

| action is contraindicated. 
BENADRYL Hydrochloride (diphenhydramine hydrochloride, 
ris Parke-Davis) is available in a variety of forms including: 
Me Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedrine 2 
:: sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per § 
4 cc; Steri-Vials,® 10 mg. per cc., and 1 cc. ampoules, 
By 50 mg. per cc., for parenteral therapy. For delayed action, 
i BENADRYL Hydrochloride Emplets,® 50 mg. each. aR 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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when you want 
Broad Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VEE suLFAS. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider Pen- VEE suLFAS because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 


tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN- VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-cc. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
sulfamerazine. 


Tablets: Penicillin V (Phenoxymethy)] Penicillin) and Sulfonamides 


For Suspension: Benzathine Penicillin V and Sulfonamides 
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Regardless of the diet 
your patient requires... 
low fat...low calorie... 
restricted fiber... high 
protein...bland... 


or low purine... 


is basic, integral, compatible, 


easily digested, low in fat, 
virtually free from fiber... 
an excellent vehicle for 


other foods. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive Chicago 6, Illinois 
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No other low-cost x-ray unit 


has all these features 


Only G-E PATRICIAN gives you 
such economy of purchase... 


FULL-POWER 
X-RAY GENERATOR 


200-ma, 100-kvp, full wave 
power to “stop” involuntary 
patient movement. 


FAST CONVERSION 
FROM RADIOGRAPHY 
TO FLUOROSCOPY 


Double-focus rotating-an- 
ode tube easily swings into 
position beneath table. 


81-inch table needs no ex- 
tensions for tall patients. 
105° angulation with hori- 
zontal stop. 


FULL-LENGTH 


Precisely counterbalanced 
fluoroscopic screen remains 
parallel to table at all times. 


Absolute freedom in posi- 
tioning tube to patient... 
simplifies radiographic posi- 
tioning. 


Screen travels longi- 
tudinally, 10” transversely; 
moves vertically from 161 
to 70” above the floor. 


AUTOMATIC 
RECIPROCATING 
BUCKY 


Eliminates manual settings 
. consistently produces 

crisp, clear radiographs with 

excellent scatter cleanup. 


KENOTRON- 
RECTIFIED 


Full-wave rectification at any 
output lengthens tube life, 
increases operating efficiency. 


At a price competitive with 
low-power, limited-range 
units — famous General 
Electric quality. 


Progress ls Our Most Important Product 
GENERAL ELECTRIC 


Vor. 57, May 1958 


Your General Electric X-Ray rep- 
resentative can also give you the 
facts on several convenient finan- 
cing plans, Or mail this handy 
coupon today. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. R-51 


(CD Facts about deferred payment 
MAXISERVICE rental 


Name. 


(CD Please send me your 16-page PATRICIAN bulletin 


ic 
EASY SCREEN | if Be 
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rational 
adjunct to 


steroid 


When steroids are indicated, the adjuvant use of a stress 
formula containing essential vitamins helps meet increased 
metabolic demands. STRESSCAPS provide the principal water- 


soluble vitamins in a professionally accepted formulation. 


STRESSCAPS IN STRESS 
* Infection + Physiologic Trauma + Endocrine Dysfunction + Emotional 
Stress + Pre- and Postoperatively 


STRESSCAPS 


STRESS FORMULA VITAMINS LEDERLE 


Each Capsule Contains: 
Thiamine Mononitrate (B,) 10 mg. 


Riboflavin (B,) 10 mg. 
Niacinamide 100 mg. 
Ascorbic Acid (C) 300 mg. 
Pyridoxine HCI (B,) 2 mg. 
Vitamin B,. 4 mcgm. 
Folic Acid 1.5 mg. 
Calcium Pantothenate 20 mg. 
Vitamin K (Menadione) 2 mg. 


Average Dose: 1-2 capsules daily. 


E Ledenie) LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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A NEW 
TREATMENT FOR 


ARTERIOSCLEROSIS 


A recent clinical investigation! of 59 cases of generalized 
arteriosclerosis, treated With Iodo-Niacin Tablets for over a 
year, Showed relief of dizziness in 71% of cases, of vague 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


lodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide' prevents 
and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb 
cellular exudates in the arterial walls.” Many medical authorities 
recommend iodides for arteriosclerosis but warn against 

the hazard of iodism. 


The recommended dose of 
lodo-Niacin is 2 tablets three 
times daily. Supplied in bottles 


of 100 tablets, slosol-coated, 


pink, also in ampules. 1ODIDE THERAPY WITHOUT I0DISM 


! Feinblatt, T. M., Feinblatt, H. M., and 
Ferguson, E. A., Am. J. Digest. Dis. 
22:5, 1955. 


2 Sollmann, T., Manual of Pharmacology, 
8th ed., 1957, p. 1121. 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Me. 


*U.S, PATENT PENDING 


AOS-5 


Cole Chemical Company 

| 3721-27 Laclede Ave., St. Louis 8, Mo. 

: Gentlemen: Please send me professional literature and samples of IODO-NIACIN. 
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PROVED ANTIBIOTIC DIFFUSION 


Tetracycline Phosphate Complex CAPSULES 
PROVIDES 
HIGH 
TETRACYCLINE 
CONCENTRATIONS 


IN BODY FLUIDS 
AND TISSUES 


FOR INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC CONTROL 


1. Pulaski, E. J., and Isokane, R. K.: 
Antibiotic Med. 4: 408, 1957. 

2. Shidlovsky, B. A., et al.: In 

Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 459. 
3. Buckwalter, F. H., and Cronk, G. A.: 
Antibiotic Med. 5:46, 1958. 


portal vein 


4.8 mcg./ml.2 
(at 2 hrs. 
after 500 mg. dose) 


bile 


33.5 mcg./ml.2 
(max. av.—6 hrs. 
after 2nd 500 mg. dose) 


urine 


50.3 mcg./ml.3 
(av. concentration 
following 500 mg. dose) 


prostatic fluid | 


1.77 mcg./ml.2 
(av. at 2 hrs. 
after 2nd 500 mg. dose) 


Journat A.O.A. 
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LABORATORIES INC 
SYRACUSE, NEW YORK 


Tetracycline Phosphate Complex 250-100 mg. CAPSULES 


JANAT? REPRODUCTION. PAT. PENDING 
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LABORATORIES INC 
SYRACUSE, NEW YORK 


Tetracycline PhosphateComplex 250-100 mg. CAPSULES 
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ACTION AT THE POINT OF INFECTION 


in 232 respiratory infections: 
“Ali patients infected 

with tetracycline-sensitive 

organisms responded 

satisfactorily ...”! 


in 94 dermatologic infections: 
“88 per cent .. . obtained 

excellent or good 

improvement .. .”2 


in 30 g.u. infections: 
effective in all cases of 
urethritis, cystitis, pyuria.!53 


letrex 


in 103 soft-tissue infections: 2791 Phosphate Complex 


“‘marked decrease in morbidity 
and hospitalization” and 

“incidence and magnitude of 
the [surgical] procedures 
was lessened.”’4 


For antibiotic action at the foci of infection, TETREX pro- 
vides rapid, uniformly successful control of tetracycline- 
sensitive organisms...as demonstrated by the results in 826 
systemic and local infections! (including those illustrated) . 


A pure antibiotic compound, not a mixture 
—‘“more rapidly and completely absorbed...” than 
tetracycline HCl, providing fast, high 
concentrations in body fluids and tissues. 


Highly flexible in dosage . . . equally effective on 
b.i.d. (500 mg.) or q.i.d. (250 mg.) schedule! with 
equally excellent toleration. 


SuppLieD: Tretrex Capsules contain- 
ing the equivalent of 250 mg. tetracycline 
HC] activity; bottles of 16 and 100. New 
Tetrex Pediatric Capsules containing 
the equivalent of 100 mg. tetracycline 
HCI activity; bottles of 25 and 100. 


1. Cronk, G. A., et al.: In Antibiotics Annual 1957-1958, New York, Medical 
Encyclopedia, Inc., 1958, p. 397. 2. Rein, C. R., and Fleischmajer, R.: Antibiotic 
Med. 4:422, 1957. 3: Putnam, L. E.: Ibid. 4: :470, 1957. 4. Prigot, A., et al.: eee 
Ibid. 4: 287, 1957. 5. Council on Drugs, A.M.A.: J. A.M.A. 166: 50, 1958. Sa 
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Simplified Oral Treatment 
of Menstrual Irregularities 


anhydrohydroxyprogesterone 10.00 mg. t per 
primed by ethinylestradiol 0.01 mg. 


Dysfunctional uterine bleeding 
Secondary amenorrhea 


Given by mouth for five days, DUOSTERONE™ 
tablets simulate the hormonal requirement of 
the secretory phase of the menstrual cycle. 
Normal menstrual function thus may be safely 
and conveniently restored with twin-hormone 
action of DUOSTERONE: oral progesterone 
primed with ethinyl estradiol. Normal menses 
may be set off by DUOSTERONE, much as 
touching the pendulum starts a wound clock. 
According to the concept of Holmstrom', 
DUOSTERONE therapy may initiate an endocrine 
chain-reaction resulting in spontaneous 
ovulatory cycles. 


Other indications: Habitual or threatened 
abortion and functional sterility have also 
responded to DUOSTERONE therapy. 


Supplied: DUOSTERONE tablets in bottles of 25 
and 100, on prescription only. 


1. Amer. J. Obst. & Gynec., 68:1321, 1954. 


Write for: 


Medication Time Calendar 
and clinical supplies 
of DUOSTERONE 


—C Roussel )— ROUSSEL CORPORATION « 155 East 44th St., New York 17, N.Y. 


Journat A.O.A. 


i 
| 
| 
| 
| 
| 
|| 
dat 
core” 
| 
| 
| i 
| 
= 
| 
| 


Long-awaited new edition 
of a medical classic... 


Adams: 
PHYSICAL 
DIAGNOSIS, 14th ed. 


Physical Diagnosis is in a new edition, the first since 1942. It will be welcomed by its 
old friends who knew it as Cabot & ‘Adams, and is certain to make many 
new ones. Adams draws on the combined knowledge and experience of 
the Massachusetts General Hospital in presenting the best in modern physical 
diagnostic procedures, including radiologic and electrocardiographic techniques. But 
there is more than diagnosis here: the book is virtually a compendium of medicine, 
emphasizing the commoner disturbances. It shows how the patient should be 
examined, describes the normal findings, and explains the important symptoms and 
signs created by injury or disease. Many of the illustrations have been replaced by 
fresh photographs and excellent line drawings. 
By F. Dennette Apams, M.D., Physician, Board of Consultation, Massachusetts Gen- 
eral Hospital; Consultant to the Surgeon General, U. S. Army; Consultant to Boston 


and Bedford, Mass. Veterans Administration Hospitals 
850 pp., 428 figs. (1958) © $12.00 


Extremely explicit in regard 
to treatment recommended .. . 


Dunlop et al.: 
TEXTBOOK OF MEDICAL 
TREATMENT, 7th ed. 


Written to provide students and practitioners with the therapeutic information and 
explicit directions so often lacking in textbooks of medicine. Indications, contraindi- 
cations and dangers of each recommended drug are fully discussed. 
Edited by D. M. Duntop, M.D., F.R.C.P., Professor of reais and Clinical Med- 
icine, University of Edinburgh; Sir STANLEY Davipson, M.D., F.R.C.P., Professor of 
Medicine and Clinical Medicine, University of Edinburgh; ‘and S. ALSTEAD, 
F.R.C.P., Regius Professor of Materia Medica and Therapeutics, Glasgow University 
944 pp., 27 figs., 6 cols. pls. (1957) © $11.00 


The latest therapeutic 
methods and practical 
applications of research... 


Wakeley: 
MODERN TREAT- 
MENT YEARBOOK 1958 


“An annual refresher course” written by acknowledged authorities. Thirty-one chapters 
on subjects ranging from Management of Congenital Heart Disease in General 
Practice to Renal Aspects of Diabetes. 


Edited by Sir Cecit Wake ry, K.B.E., C.B., Senior Surgeon, King’s College; Editor 
320 pp., 11 figs., 16 pls. (1958) © $6.75 


Medical Press 


THE WILLIAMS AND WILKINS COMPANY 
Mount Royal & Guilford Aves., Baltimore 2, Md. 


Please send the following on approval : 


Name 
(Please print) 
Address 
City. Zone. State 
Payment enclosed. O Bill me. 


Shopping by mail is an easy, time-saving way to 
select books for your personal library. 
JAOA-5-58 


Voi. 57, May 1958 51 


: 

wat 
j 
es 
NN 
WILLIAMS 
| 
COMPANY 


tn 


4 


DELECTAVITES 


Each delicious foil wrapped nugget contains: 


A comple€@ ONE-A-DAY Vitamin A ..... 5,000 U.S.P. Units Biotin 30 mcg. 
VitaminD ..... 1,000 U.S.P. Units 12 mg. 
‘vita-mineral” eric in 75 mg. 50 mg. 
delectable, chocolate-like, Vitamin 2 Int. Units 0.1 mg. 
foil wrapped nuggets — 2.5 mg. 0.1 mg. 
j ; 1 meg. 0.2 mg. 

to satisfy natural desire Vitamin Bis Activity ...... 3 meg. 3.0 mg. 
and to fill a physiologic need 5 mg. Manganese .............. 1.0 mg. 
Nicotinamide ............ 20 mg. Molybdenum ............ 1.0 mg. 

— PLEASANTLY 0.1 mg. 2.5 mg. 


vose: ONE DELECTAVITE NUGGET DAILY. swrpcv: 80x of 30 (one month’s supply) + Box of 90 (three months’ supply) 
ONLY DELECTAVITES CAN BE CHEWED WITHOUT EVEN A TRACE OF VITAMIN FLAVOR! 
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4 


MAKE TAKING VITAMINS— 
| CHOCOLATE-LIKE TREAT 


WHITE LABORATORIES, INC.," 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 
repressed hostility — potentially as harmful as blowing off steam. 


Remove the fear factor by lowering the anginal attack rate. Peritrate, 
a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 


Fer the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 


 WARNER-CHILCOTT 
| 


... for adequate preparation prior to 
proctosigmoidoscopy” 


FLEET°ENEMA 
Disposable Unit 
also for pre- and post operative — | 
! cleansing, and as an 
effective routine enema 
in hospital or home 


bis Anatomically correct rectal tube? extends just past the 

internal anal sphincter, minimizes injury hazard. Each 
unit contains, per 100 cc., 16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phosphate in hand-size ready-to-use 
plastic squeeze bottle with pre-lubricated tip. 


1. Crumpacker, E. L., et al., AMA Arch. Int. Med., 98:314. 
2. Palmer, E. D., “Clinical Gastroenterology” Hoeber-Harper. 


Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 


also makers of 


OIL RETENTION ENEMA ¢crteer® 
PHOSPHOSSODA «icc 
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digitalis 
LAN OXIN | ¢ 
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STOOL SOFTENING. 
ALONE IS NOT ENOUGH 


Map Copyright by Rand McNally & Co., RL No. 57$124 


Aquatyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl] sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


To serve your patients today —call your pharmacist for any 
additional information you may need to prescribe Aquatyl. 
For prescription economy, prescribe in 60’s. 


Mevrher IRWIN, NEISLER & CO. + DECATUR, ILLINOIS 
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More evidence! to confirm that 


...quick-acting pediatric antipyretic-analgesic 


reduces fever, 

relieves aches, pains: Tylenol “produced effective 
antipyretic and analgesic 
responses...’”! 


“no evidence of side-effects...” 
even on prolonged use! | 


without a tussle: ‘“‘Tylenol was considered 
KF ‘acceptable’ or ‘liked’ by... 
86% of the children.””! 


TYLENOL is now available in 2 forms: 


Acetaminophen 


Drops: 60 mg. (1 gr.) per 0.6 cc.—15 cc. bottles 
Liquid: 120 mg. (2 gr.) per 5 cc.—4 and 12 fl. oz. bottles 


1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) Mc N E IL 
3 


as a Pediatric Antipy Igesic, J. A. M. A. 160:1219 (Apr. 7) 1956. 
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JELLY ALONE 
> Koromex soviseo 


VAGINAL JELLY 


when the ‘jelly-alone’ method 


TRADEMARK 


the outstandingly competent 
spermatocidic agent... 


1S advised, NEW Koromex@> 


is now available 
to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . 

Large tube of Koromex@® vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, appealingly feminine succunes kit, at no extra 
charge, for home storage. 


The 125 gram tube of Koromex@ may also be bought Acetate 0.02% 
separately at any time. Factual literature sent von request. 


INGREDIENTS: 
NA SPECIAL BARRIER TYPE BASE 
2. 


HOLLAND-RANTOS C9., INC, * 145 HUDSON STREET, NEW YORK 13, N. Ye 
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Complaints: multiple 


Sensations: vague 


Many patients who present mul- 
tiple and vague complaints that 
_ are part of no defined syndrome 

or disorder respond extremely 


well to ‘Compazine’ therapy. 


A typical case is the one de- 


scribed below: 


Female, 27, anxiety neurosis with 
multiple complaints such as diz- 
ziness, vague abdominal pain, 


weight loss. Patient had a 3-year 


history of these disorders which 


Mental and Emotional disturbances had not responded to sedatives, 


antispasmodics, or other therapy. 


% On ‘Compazine’ the patient's 
O tn d Zz 1 A) eC symptoms promptly disappeared, 
she felt much better and gained 
8 pounds. 
an agent remarkable for its 
Available: Tablets, Ampuls, Multiple 


dose vials, Spansule® sustained release 
capsules, Syrup and Suppositories. 


freedom from drowsiness and depressing effect 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
for prochlorperazine, S.K.F. 


JournaL A.O.A. 


| 
| 


GITALIGIN 
STANDARDS 


For Controlled 
Cardiac Therapy 


FOR SAFE, SMOOTH, CONTROLLED CARDIAC THERAPY 


0.1 mg. digitoxin, 


Unusually Wide Margin of Safety ‘-*— 
The average therapeutic dose of Gitaligin is 
only ¥% the toxic dose, thus providing 

a margin of safety approximately twice as 

great as any other glycoside currently available. 


Medium Rate of Dissipation— 


rate of excretion between rapidly excreted 
digoxin and slowly excreted leaf or digitoxin. 


Complete Absorption— 
rapid and complete from gastrointestinal tract. 


Uniform Potency— 
constant from batch to batch. 


Give all your patients with cardiac 
decompensation the unique benefits of the 
“wide safety margin” cardiotonic— 


Supplied: 
Gitaligin 0.5 mg. tablets—botties of 30 and 100, 
Gitaligin Injection Ampuls—2.5 mg. in 5 cc. sterile, 
solution, 

Gitaligin Drops with special calibrated dropper. 


Simple dosage equivalents: 

it is easy to switch patients who are being maintained 
on other digitalis preparations to Gitaligin by sub- 
stituting the equivalent daily maintenance dose of 
Gitaligin listed below. 


0.5 mg. (1 tablet) of Gitaligin is approximately equiva- 
lent to.0.1 Gm. (1% gr.) digitalis leaf, 0.5 mg. digoxin 


1, Herris, R., Dei Giacco, R. R.: Am, Heart J, 52:300 (Aug,) 1966. 
2. Weiss, A., and Steigmann, F.: Am. J. M. Sc. 227:186 (heb) 
3. Dimitroff, S. P.; Griffith, é. €.: Thorner, M. C., and. Walker, J.: 
int. Med, 4188 (Dec.) 1983. 4. Herr 

n, G. R.> Texas J. M. $1:238 055, 5, rman, R. C.; 
Desratt, &. C., and Rose, 0. A.: Hon §:201 (Feb. 1952. 
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in each of these indications — 
for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL' used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


oF 
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CATIONS 


REGAIN 


ELECTROLYTE BALANCE PROMPTLY 


@ improve blood volume 
@ restore circulatory and renal efficiency 
@ control or prevent hypopotassemia 


with POLYSAL’ for replacement 


Electrolyte Composition 
(milliequivalents per liter) 


Sodium 140 mEq. 
Potassium 10 mEq. 
Calcium 5 mEq. 
Magnesium 3 mEq. 


ANIONS 
Chloride 103 mEq. 
*Bicarbonate 55 mEq. 


*Obtained from metabolic 
conversion of acetate ion. 


Available in Distilled Water or 5% Dextrose in 250, 500, 


1000 cc. Saftiflasks.® 


MAINTAIN 


ELECTROLYTE BALANCE SMOOTHLY 


@ eliminate “saw-tooth” effect to prevent water 
intoxication, edema, overloading 

@ supply basic needs of electrolytes 

@ provide uniform hydration 


with POLYSAL-M for maintenance 
Electrolyte Composition 


(milliequivalents per liter) 
CATIONS 


Sodium 40 mEq. 
Potassium 16 mEq. 
Calcium 5 mEq. 
Magnesium 3 mEq. 


ANIONS 

Chloride 40 mEq. 
*Bicarbonate 24 mEq. 
*Obtained from metabelic 

conversion of lactate and 

acetate ions. 


Available in 22% Dextrose in Saftiflasks®— 250, 500 cc.; 
in 5% Dextrose in Saftiflasks— 250, 500 and 1000 cc.; in 


10% Dextrose in Saftiflasks— 500 and 1000 cc. 


Ask your Cutter man 
for detailed literature 
or write to Dept. 29-E. 


CUTTER LABORATORIES Berkeley, California 


Journat A.O.A. 


ga 
| 
CUTTER 


May 1958 Vol. 57, No. 9 


is both tedious and severe. When it is left to the course of 
nature alone to be worked out, it will commonly last eleven or 
twelve weeks, nay frequently half a year. What is still worse 
the disease is very dangerous and often fatal. 


Since that time, there have been many theories as 
to the cause of pertussis, some of which were fantastic 
and caused much controversy. Finally, in 1906, Bordet 
and Gengou described a small coccoid bacillus, now 
known as Hemophilus pertussis, found in the sputum 
of their whooping cough cases.* Their findings were 
confirmed by a large number of investigators, and the 


A comparative clinical investigation of 


CHLORAMPHENICOL ana 
OSTEOPATHIC MANIPULATIVE 


OTTO M. KURSCHNER, A.B., D.O., 
M.Sc.(Ped.), F.A.C.O.P. 
Philadelphia, Pennsylvania 


ITE EARLIEST REFERENCE to whooping cough 
probably was made by Moulton in 1540.' In the ancient 
medical writings there is no mention of this disease. 
DeBaillou, a French physician, who was born in Paris 
in 1538, is credited with the first description of pertus- 
sis. His work was published in 1578 when he was 40 
years of age.* A few lines from his account of the dis- 
ease are well worth reading. 

Especially that common cough, which is generally called 
quinta or quintana. Its symptoms are serious. The lung is so 
irritated that, in its attempt by every effort to cast forth the 
cause of the trouble, it can neither admit breath nor easily give 
it forth again. The sick person seems to swell up and as if 
about to strangle holds his breath clinging in the midst of his 
jaws. ... for they are free from this annoyance of coughing 
sometimes for the space of four or five hours, then paroxysm 
of coughing returns. Very frequently the belly happens to be 
upset. 

A Swedish physician, Nils Rosen von Rosenstein, 
in 1766 published a volume of lectures on children’s 
diseases, in which there is some further interesting in- 
formation about whooping cough. According to his 
information, pertussis was transported to Europe from 
Africa or the East Indies and it first appeared in France 
in the year of 1414. Von Rosenstein recognized this 
disease as contagious, long lasting, and dangerous.” He 
recorded his observations in the following manner: 


It is likewise, observable that the hooping cough always 
appears as an epidemical disease. . . . I have even myself car- 
ried it from one house to another undesignedly. . . . the disease 
; *Submitted to the Faculty of the Philadelphia College of Osteopathy 
in partial fulfillment of the requirements for the degree of Master of 
Science granted in June 1957. Detailed case reports submitted with the 
thesis have been omitted here. 
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therapy of whooping cough* 


disease was reproduced experimentally in susceptible 
children by innoculation of the upper respiratory tract 
with pure cultures of the organism. 


Dr. Andrew T. Still had theories for almost every 
disease, and in his Philosophy of Osteopathy,‘ published 
in 1899, he discussed whooping cough as well as many 
other diseases. Seven years before Bordet and Gengou 
discovered the specific cause of pertussis, Dr. Still tried 
to find its cause from the then available references. At 
that time he wrote: 


My tongue is tired, my brain exhausted, my hopes disap- 
pointed and my mind disgusted, that after so much effort to 
obtain some positive knowledge of the disease. . . : I have re- 
ceived nothing. . . . It winds up thus, that it may be a germ 
that irritates the pneumogastric nerve.* 


Nevertheless, his two great theories about diseases 
in general apply to pertussis; that is, his theory of the 
role of body structure and his theory of the immunity 
of the body.® 

Still’s basic treatment for whooping cough consist- 
ed of a complete relaxation of the muscles of the neck 
by manipulative methods and a correction of all lesions 
from the atlas to the sacrum. He stated that when the 
treatment is started in the early part of the disease (“in 
anything like a reasonable time”) it should be “absolute, 
reliable and successful in all cases.”* 

The basic treatment for whooping cough by ma- 
nipulation has been the same since the birth of osteop- 
athy. Hayden® suggested that contracted thoracic mus- 
cles and a rigid thorax should be relieved, and that 
correction of the lesions of the first and second ribs and 
clavicle gives marked relief from the severe cough. 

A great number of clinicians added acceptable med- 
ical treatment to manipulation, but the combined expe- 
rience of the osteopathic physicians indicates that those 
patients who receive manipulative treatment in the care 
of whooping cough fare much better than those who do 
not.” None of the published work, however, contains 
any acceptable statistical comparison between osteopath- 
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ic manipulative therapy and any other methods of care 
in the treatment of this disease. 

Drug treatment leaves much to be desired in the 
management of pertussis. Many reports have been 
made on the benefits of hyperimmune human serum, 
rabbit antipertussis serum, short wave therapy, pyri- 
benzamine, gold tribromide, soluble intranasal antigen, 
polymyxin B, terramycin, streptomycin, aureomycin, 
and chloramphenicol.?°** Many agents that have been 
recommended for the treatment of whooping cough are 
highly effective against Hemophilus pertussis in vitro 
but not in vivo. The mere fact that so many drugs have 
been used and are still being used and that the search 
for other more effective agents continues indicates 
that no really effective medical treatment has been dis- 
covered up to this time. 

LaBoccetta and Dawson*® made a similar observa- 
tion. They reported a study involving 159 cases of per- 
tussis; 85 patients were treated with aureomycin (50 
mg. per kg. of body weight daily) for 10 days, and 74 
were treated by other means and were used as controls. 
They concluded that there was no apparent marked ad- 
vantage in the course of pertussis from treatment with 
aureomycin over that used in the control group. 

The argument that antibiotics may prevent second- 
ary infections and, therefore, that they should be used 
routinely is not valid. The work of Weinstein, Seltser, 
and Marrow“ indicates that the incidence of secondary 
complications in a group of patients treated with aureo- 
mycin, terramycin, or chloramphenicol does not differ 
materially from that in a group of patients who re- 
ceived no antimicrobial therapy. In fact, broad spec- 
trum antibiotics may even be dangerous. Extensive 
monilial infections and the development of resistant 
strains of staphylococcus are common consequences of 
treatment with broad spectrum antibiotics. In 1952, 
there were a few reports of fatal aplastic anemia after 
the use of chloramphenicol.***? Those deaths were pos- 
sibly just a coincidence ; nevertheless, the routine use of 
these antibiotics is not justified, especially if it can be 
shown that a safe and satisfactory treatment is available. 

Active immunization by means of pertussis vac- 
cine appears to be of definite value. Although the inci- 
dence of pertussis has not decreased in the 10- to 14- 
year age group, in spite of the widespread use of the 
pertussis vaccine, there has been a progressive decline 
in the incidence of whooping cough in children under 10 
years of age.*® It is hoped that continued use of the 
vaccine will result in a still greater decline in incidence. 
There are, however, many children who, for various 
reasons, will not have the advantage of proper immuni- 
zations. The general morbidity rate in the United States 
cannot be determined, because the case-reporting by the 
family physician is often neglected. One hundred thou- 
sand cases of whooping cough per year in the United 
States is a conservative estimate. According to the re- 
port of the Philadelphia Department of Public Health,** 
in 1956 there were 238 reported cases of whooping 
cough in the city and 516 during the months of Janu- 
ary through April 1957. Reported cases, however, con- 
stitute only a small percentage of the actual number of 
cases. 

In 1950, Gray** reported the use of chloramphenicol 
with dramatic results in the treatment of pertussis. He 
used 100 mg. of the drug per kg. body weight daily. 
Within 3 days, his patients improved to such an extent 
that the coughing spasms were reduced to three to five 
a day. In 1951, Weinstein and his coworkers** reported 
that chloramphenicol eradicated Hemophilus pertussis 
from the respiratory tract within 48 hours in 50 per 
cent of their patients, but it had little effect on the fre- 
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quency and severity of coughing in the paroxysmal 
hase. 

" My effort to duplicate Gray’s results in a private 
practice consisting of lower middle class children was 
unsuccessful, and it seemed that the patients responded 
better to osteopathic manipulative treatment. The pur- 
pose of this study is to compare the effect of chlo- 
ramphenicol with the effect of osteopathic manipulative 
treatment on the course of pertussis. 


Methods 


From 1951 to 1956, alternate pertussis patients 
were placed without selection into one of two groups— 
one to receive osteopathic manipulative therapy (Group 
1) and one chloramphenicol (Group 2). 

These children were between 1 and 12 years of age. 
Since whooping cough in children under 1 year of age 
has a 10 per cent mortality rate, the risk of withholding 
any type of treatment from them is too great and none 
were included in this study. During the course of this 
study, 7 infants were seen with whooping cough. They 
received osteopathic manipulative therapy, chloramphen- 
icol, hyperimmune human serum, and supportive treat- 
ment. All of these patients recovered, although 2 had to 
be hospitalized and had a stormy course. 

The diagnosis was made on the basis of a definite 
clinical picture of pertussis, and a positive nasopharyn- 
geal culture for Hemophilus pertussis on penicillin- 
treated Bordet-Gengou medium. 

The patients in both the manipulative. and chlo- 
ramphenicol groups were given large doses of vitamins, 
frequent small feedings, and refeedings after vomiting. 
They were at bedrest during febrile periods, but were 
ambulatory in the absence of fever. Treatment was 
started in both groups by the end of the second week 
of the disease. 

In addition to the basic care, Group 1 received 
osteopathic manipulative treatment, consisting of soft 
tissue manipulation to the cervical, upper, and mid- 
dorsal areas. Forceful corrections were used at those 
segments where restriction of vertebral motion was 
noted. This treatment was given three times weekly 
for 12 days. In addition, the mothers were taught the 
technic of passive lymphatic drainage of the thoracic 
area*® which they administered for 1 minute every 4 
hours. The osteopathic manipulative technic used in 
this study is that described by Heilig.*° 

The second group, in addition to the basic treat- 
ment described above, received 100 mg. of chloramphen- 
icol per kilogram of body weight daily for 12 days. The 
medication was given orally in capsule or liquid form. 

The mothers kept tally sheets of the number of 
paroxysms, recording even minimal coughing spasms 
and noting other signs and symptoms. General im- 
provement was found to parallel the decrease in par- 
oxysms, and, for the sake of simplicity and in order to 
avoid any subjective opinion, the number of coughing 
spasms was considered the index of that improvement. 


Results 


Of the 95 patients considered in this report, 48 re- 
ceived osteopathic manipulative therapy and 47 were 
treated with chloramphenicol. There were no untoward 
reactions in the group receiving osteopathic manipula- 
tive therapy. In the chloramphenicol group, mild diar- 
rhea and itching around the anus occurred in 6 patients. 
These reactions were not severe enough to warrant dis- 
continuance of the medication. 
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TABLE I.—AVERAGE DAILY COUGHING SPASMS 


Days Group 1t Group 2t 
1 19.5 19.4 
16.3. 17.1 
3 13.5 16.0 
4 10.1 15.4 
5 8.2 14.3 
6 68 12.9 
7 5.2 11.9 
8 4.5 11.6 
9 35 10.7 
10 2.9 9.8 
11 23 8.9 
12 2.3 8.2 


+Those receiving osteopathic manipulative therapy 
tThose receiving chloramphenicol 


The average daily number of coughing spasms of 
the 48 patients in the manipulative group and of the 47 
in the chloramphenicol group are listed in Table I. 
From this, it is evident that the recession of the disease 
in the manipulative group was more rapid than in the 
chloramphenicol group. While the average daily num- 
ber of spasms decreased gradually in both groups, there 
were several patients whose coughing spasms varied 
irregularly from day to day. 


Comments and conclusions 


The course of pertussis is so variable from patient 
to patient that it is very difficult to compare the disease 
in different individuals. Even though patients receiving 
osteopathic manipulative therapy recover faster than 
those who are treated with drugs only, their recovery is 
not dramatic. The combination of antimicrobial agents 
and manipulative therapy may prove to be a treatment 
superior to either alone. Further statistical evaluation 
is needed to determine the effect of a combined therapy. 
This’ will be especially important if antibiotics with no 
side reactions are discovered. 

It is a well-known fact that osteopathic physicians 
apply manipulative therapy in different ways. Stand- 
ardization of manipulative treatment is desirable, but 
complete uniformity of individual technics is impos- 
sible. The search for refinements in technic should 
continue, in order to produce even better results than 


those described in this paper. 
1319 N. 52nd St. 
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The clinical importance of ASCORBIC ACID 
nm ORTHOPEDIC PRACTICE* 


MARTYN E. RICHARDSON, D. O. 


St. Louis, Missouri 


a THE FORWARD MARCH of medicine and 
the ever-widening scope of knowledge concerning 
pathology and therapeutics, we sometimes are likely 
to forget the significance of some of the simpler, older 
conditions. 

I feel that vitamin C deficiency is one of the con- 
ditions very frequently overlooked, because it appears 
to be so simple and undramatic. However, vitamin C 
is of great importance for proper growth and develop- 
ment of the child and may play a great part in the 
future well-being of the adult. 

This article will concern two clinical areas in 
which vitamin C deficiency is important. It will review 
the literature in regard to the function of vitamin C 
and attempt to determine the incidence of vitamin C 
deficiency ; then will follow a report of my clinical ob- 
servations of the deficiency state. 

It would seem to me that there is much which is 
not known about both the nutritional and therapeutic 
aspects of vitamins. I have become particularly con- 
cerned about ascorbic acid deficiency since this seems to 
be the most significant deficiency disease in the United 
States at present. 


Properties of vitamin C 


Ascorbic acid is a water-soluble vitamin which is 
generally considered to be the least stable of all the 
known vitamins. It is very sensitive to alkalies and oxi- 
dation, especially in the presence of copper or iron. This 
substance was first isolated in 1928 by Szent-Gyorgyi 
and identified as an antiscorbutic factor by King and 
Waugh in 1932. 

Ascorbic acid is unique among the known vitamins. 
It is synthesized in sufficient amounts by most animals, 
so that only a few, including man and the guinea pig, 
must obtain it from their diets. 

General Functions.—In spite of the fact that vita- 
min C is an acid, it is essentially a reducing agent. Its 
reversible oxidation-reduction properties are so impor- 
tant that most reasonable proposals for its action are 
connected with this type of process, such as its detoxi- 
fying action, tyrosine oxidation, and synthesis and 
transformation of the adrenal steroids. Nutrition Re- 
views! states that although many of the functions of 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, St. Louis, Missouri, October, 29, 1957. 
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vitamin C may be explained by its reducing action, it 
seems to be specifically essential for other purposes. 
This specific role cannot be explained biochemically at 
present. Its functions have been outlined in one source? 
as follows: 

1. Vitamin C is necessary for formation of inter- 
cellular substance of mesenchymal origin (reticulum, 
collagen, dentine, cartilage, and matrices of bone). 

2. It has some effect on the “cement substance” of 
capillaries. 

3. It possibly is involved in the maturation of ery- 
throcytes, absorption and use of dietary iron, and main- 
tenance of normal hemoglobin levels. 

4. It is related to metabolism of certain aromatic 
amino acids, and is suggested as a hydrogen transporter 
and a coenzyme for dehydrogenation of tyrosine. 

5. A relationship may exist between vitamin C and 
the production of adrenal cortical hormones. The 
adrenal glands have extemely high concentrations of 
ascorbic acid. 

6. There is a positive correlation between vitamin 
A and vitamin C levels in the plasma, which may indi- 
cate a relationship. 

Bone Healing.—There has been considerable work 
done in relation to the effect of ascorbic acid on bone 
healing. 

Warkany* commented as follows: 


Endochondral bone formation ceases in the absence of vita- 
min C since osteoblasts are no longer capable of forming their 
intercellular substance, osteoid. The trabeculae of calcified 
cartilage . . . no longer become covered by osteoid tissue . 
[thus are] easily fractured. .. . Slipping or dislocation of the 
epiphysis may occur as a result of stress acting upon this non- 
osseous metaphyseal zone. . . . important changes occur else- 
where ... The pre-existing bone becomes rarefied. 


The clinical conditions which are found in the 
severe case are fractures at the periphery of the bone 
where the cortex joins the cartilage, and subperiosteal 
hemorrhage. 

Naegeli, in 1897, described the fractures which 
may be microscopic in the epidiaphysial area, and 
Schmor in 1899 described hemorrhages and infarcts in 
this same area. Barlow and Fraenkel reported similarly, 
but mentioned the epiphysial “slip.” Others suggest 
that bone cysts in children are due to previous scorbutic 
hemorrhages.* 

Bone healing was demonstrated to be retarded in 
scurvy by van Wersch.* Giangrasso® concluded that the 
administration of ascorbic acid decreased the time of 
bone healing in human subjects by about one-half. 
Lauber, Nafziger, and Bersin,® in experiments on rab- 
bits, found that the administration of vitamin C favora- 
bly affected the rate of healing of fractures if the rabbit 
was in a state of hypovitaminosis at the time of injury. 
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Roche and Martin-Poggi’ reported that, in guinea 
pigs, lack of vitamin C hindered normal development 
of the connective tissue of the callus and provoked re- 
sorption of the broken bone. Administration of ascorbic 
acid promoted the early stages of fracture healing in 
the deficient animal but had no accelerating effect if the 
diet already contained sufficient vitamin C for the nor- 
mal demands of the animal. 

In the study by Lexer,® guinea pigs on a vitamin 
C-free diet for a period were subjected to a fracture of 
the femur, and then given a normal diet which influ- 
enced regeneration and hyperemia at the site of the 
fracture. Addition of vitamin C caused a more rapid 
initiation and a longer period of hyperemia leading to 
better callus formation. 

Soft Tissue Healing—Wound healing is delayed 
by the failure of the fibroblasts to lay down collagen.° 
The hematoma is absorbed much more slowly and 
capillary loops fail to invade the injured area.? In 
scorbutic guinea pigs, the tensile strength of excised 
scar was 25.3 g; when the same pigs were given 2 mg. 
vitamin C, the tensile strength increased to 338.79 g 
within 24 hours.* 

Van Wersch‘ has pointed out that the pathology of 
scurvy is reported differently by different pathologists 
because of the frequent coexistence of rickets with 
scurvy. His interest was first aroused by a 17-year-old 
patient, bedridden and having bone pain for 5 years, 
with his case being diagnosed as everything from 
rickets to sarcoma. This patient became clinically well 
and radiographically improved after ascorbic acid was 
given. Even an unhealed fracture healed after the ad- 
ministration of this substance. So, in association with 
the University of Amsterdam, van Wersch conducted 
extensive investigations into the pathology and patho- 
physiology of rickets and scurvy, as well as an analysis 
of ascorbic acid in foods. Following is a summary of 
his findings : 


The preceding experiments on guinea-pigs, made scorbutic 
by a Vitamin C-free diet, revealed the following important facts 
in regard to bones: 

1. atrophy or disappearance of the osteoblasts, 

2. decrease of the alkaline phosphatase activity, 

3. an accumulation of glycogen in the lowest cartilage cells 
of the cell-columns, with a tendency to hypertrophy, 

4. a decrease in intercellular substance (chondromucoid), 

5. an increase of the glycogen content in the total bone, 

6. an increase of Best as well as McMANus-positive blood 
cells in the bone marrow, 

7. a reduced breakdown of glycogen into glucose in vitro, 
due to the decreased alkaline phosphatase activity in spite of the 
increase of the glycogen content in the total bone. 

Scorbutic guinea-pigs, which had vitamin C added to their 
scorbutogenic diet, showed: 

1. a return of the osteoblasts, 

2. a return of the alkaline phosphatase activity, 

3. an increase of glycogen in the proliferation zone and in 
cartilage cells at other sites, 

4. an increase of intercellular substance (chondromucoid), 

5. an increase of the glycogen content in the total bone, 

6. a decrease of Best as well as McMANus-positive blood 
cells in the bone marrow, 

7. an increase in the breakdown of the glycogen into glu- 
cose in vitro by the increased alkaline phosphatase activity. 


Trauma and Stress—Hypovitaminosis C also has 
its effect in stress situations. Stress as an entity is well- 
documented by Selye,?° and it would seem that many 
authorities recommend ascorbic acid be given to coun- 
teract it. Beckman’! mentions the use of ascorbic acid 
in stress and infections. Nelson’? mentions it for acute 
adrenal failure. Milberg and Michael’* suggest that 
vitamin C is essential to the metabolic functioning of 
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the adrenal cortex, and Kinsell’* concurs with this sug- 
gestion. Nutritional Data® says that a relationship may 
exist between vitamin C and the production of the 
adrenal-cortical hormone. 

One might point out in this connection the impor- 
tance of the adrenal-cortical system in healthy individ- 
uals, and the extra demands that are placed upon this 
system by any stress situation, such as fractures, multi- . 
ple trauma, surgery, or anesthesia. 


Clinical manifestations of deficiency 


Scurvy.—The most serious manifestation of as- 
corbic acid deficiency is termed “scurvy.” The condition 
has been recognized as being caused by a deficiency for 
400 to 500 years, but its manifestations are described 
in even older literature. In its serious classical form, it 
was characterized by weakness, lassitude, painful bones, 
swollen gums, decreased wound healing, loosening of 
the teeth, and hemorrhagic manifestations. Included in 
the latter group are subperiosteal hemorrhages, sub- 
dural hematomas, petechiae, orbital hemorrhages, and 
gastrointestinal hemorrhages. 

Cases reported currently are rare. Howells, Pal- 
mer, and St. John Brooks’® say that when infantile 
scurvy occurs nowadays, it is always in artificially fed 
babies. They reported six recent cases of infantile 
scurvy, all of which had four features in common: 
limb tenderness, good general nourishment and develop- 
ment, radiologic changes, and a speedy response to vita- 
min C. Only one case was diagnosed on first admission 
because of the widespread opinion that infantile scurvy 
no longer exists. 

Hypovitaminosis C.—If severe effects result from 
a long-time depletion of ascorbic acid, it might be rea- 
sonable to assume that lesser (but clinically significant) 
effects could be produced by suboptimal amounts of 
ascorbic acid. I choose to call the condition of simple 
deficiency “hypovitaminosis C,” since it does not in- 
clude all the classical characteristics of scurvy, which 
would appear to be a true avitaminosis C. 

Hypovitaminosis C may be recognized in many 
cases before the onset of more serious symptoms by 
excessive bruising, which in a child is usually seen over 
the anterior surface of the lower legs and over the 
extensor surfaces of the arms. These bruises are nu- 
merous and are seen in various stages of resolution. 
They are characterized by being painless; that is, the 
injuries which caused the bruises were not sufficient to 
cause pain of the tibia or the muscle masses. This 
symptom may also be associated with frequent nose- 
bleeds. 

The major complaint which may bring the patient 
to the orthopedist is the presence of leg pains in the 
growing child. These pains in many cases may be ig- 
nored by the parents as “growing pains which all chil- 
dren have.” Whether or not there are associated errors 
in locomotion or other orthopedic abnormalities, the 
pain in many of these cases is relieved by the adminis- 
tration of suitable amounts of ascorbic acid. I believe 
that this accounts for some of the discrepancies in 
symptoms evidenced by children with radiographic evi- 
dence of similar pathologic conditions. 

At the other extreme of orthopedic practice is the 
traumatic case with fractures which are reduced by 
closed or open methods. As mentioned previously, as- 
corbic acid increases the tensile strength of healing 
wounds, but in general practice it seems that the effect 
of hypovitaminosis C on healing of fractures has been 
ignored. 
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Requirements for vitamin C 


If it can be assumed that there are clinical condi- 
tions in which there is no scurvy in the classical form, 
but in which there is a suboptimal amount of ascorbic 
acid, it is necessary to determine why this happens in 
the United States, which has the highest standard of 
living in the world. The first point of information con- 
cerns actual requirements for vitamin C. 

Ordinary Dietary Needs.—According to the Na- 
tional Research Council, the daily requirements of vita- 
min C for the maintenance of good nutrition of healthy 
persons is 75 mg. for adults, and 30 mg. for children 
in their first year up to 100 mg. for the adolescent. 
oe is a chart? which gives this information more 

ully: 


Infants 1-12 months 30 mg 
Children 1-3 years 35 mg. 
4-6 years 50 mg 

7-9 years 60 mg 

10-12 years 75 mg. 

Boys 13-15 years 90 mg 
16-20 years 100 mg 

Girls 13-15 years 75 mg 
16-20 years 100 mg 

Men 75 mg 
Women 75 mg. 
Pregnant 100 mg. 

Lactating 150 mg. 


Some experimental evidence indicates that when 
ascorbic acid intake falls below 40 mg. per day, the 
level of ascorbic acid in the tissues and blood falls 
below saturation ; above that point saturation occurs. 

In contrast to that, van Wersch* determined that 
120 mg. a day were required to maintain two subjects 
in saturation (14 mg. per liter of blood). He also ques- 
tioned whether or not a state of saturation was desir- 
able in the human subject, and quoted the work of 
several authorities who demonstrated that animals who 
are capable of synthesizing vitamin C maintain them- 
selves in a state of saturation all of the time. He also 
demonstrated that a state of saturation exists in people 
living in areas where vitamin C-containing foods are 
available in quantity. He concludes that the state of 
saturation is probably optimal for humans, but there 
is still a very large gap in our knowledge on this sub- 
ject. 

Now, if it can be assumed that the minimum level 
is all that is necessary for the maintenance of the nor- 
mal, healthy human, there are two factors which are 
often not considered in this regard and about which 
little research has been done: reasons for inadequate 
intake, and periods of increased demand. These also 
concern my reasons for thinking that ascorbic acid defi- 
ciency is the most common deficiency condition in the 
United States and that it may affect a large proportion 
of our population. 

Reasons for Inadequate Intake-—One reason for 
failure to maintain adequate ascorbic acid levels is the 
failure to obtain even the minimum daily requirement. 
This may be due to several factors: 

There may be a lack of ascorbic acid in food in 
which it is normally found. 

1. Artificially forcing foods to grow rapidly on de- 
pleted soils may influence the amount of ascorbic acid 
as well as other nutrients in the food. It is noteworthy 
that vitamin C is one vitamin which is not added to 
milk, bread, cereal, et cetera. 

2. Foods may be picked before they reach ma- 
turity, when they have not vet deposited ascorbic acid. 
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3. Improper shipment and prolonged storage cause 
loss of the labile ascorbic acid. 

4. Even “routine vitamin pills” do not contain 
sufficient ascorbic acid to meet the minimum daily re- 
quirements for many age groups. 

There may be an inadequate dietary intake of 
foods which supposedly contain ascorbic acid. 


1. The patient may have a real or presumed al- 
lergy to such foods as fruit juices. 


2. Many families may practice a perversion of 
food habits because of either a low income or a lack of 
knowledge. This problem is coupled with the general 
high carbohydrate (particularly refined carbohydrates) 
and high fat intake which is so prevalent in United 
States families today. 


3. During illness, there is lowered appetite, and 
patients often cannot abide the sight of full trays. Pain, 
poor appetite, and disturbed gastrointestinal function 
prompt them to select bland, soft foods, such as (low 
quality protein) bread or cereals, and to neglect high 
quality protein foods such as meat. Even in hospitals 
this occurs. Pollack and Halpern” state “It is current 
practice to calculate the hospital diet on the basis of the 
nutritional requirements of healthy individuals and to 
neglect the additional demands created by disease.” This 
subject does not need further evaluation since it would 
appear that there is general agreement in the literature 
on the above items. 


Periods of Increased Demand.—As_ previously 
mentioned, there is an increased nutritional demand 
upon the body during periods of stress.’° This has been 
well outlined for many vitamins, particularly vitamin 
A, by Milberg and Michael,’* Kinsell,“* and others. 
Vitamin C is especially important here, since the highest 
concentration of ascorbic acid in the body is in the 
adrenals and the anterior and intermediate lobes of the 
pituitary,* and these are apparently the organs on which 
the greatest demands are made during stressful situa- 
tions.*° 


Beckman,'' whom I believe to be a very conserva- 
tive writer, says that ascorbic acid stores may be se- 
verely depleted during the course of infectious diseases 
and capillary resistance diseases, and susceptibility to 
the action of certain toxins appears to increase. More- 
over, ascorbic acid is not stored in the body. Beckman 
further states that plasma levels are lower than blood 
concentrations in severely ill patients, probably because 
of the rapid utilization of the vitamin by the tissues. In 
trauma and severe illness, it may be necessary to ad- 
minister vitamin B complex and vitamin C in ten times 
the normal daily allowances.* 

We can conclude that stress situations cause in- 
creased activity of the pituitary-adrenal axis. This 
metabolizes massive amounts of ascorbic acid, which 
effects a depletion in the plasma levels. Therefore, the 
pituitary-adrenal axis is hampered by lowered ascorbic 
acid supply, and the peripheral tissues suffer from lack 
of available ascorbic acid. An actual acute scurvy can 
be precipitated. 

Thus, it may be observed that even before trauma 
occurs many children, if not most of them, are hypo- 
vitaminotic, because of an intake of vitamin C below 
minimum maintenance requirements; or an increased 
demand for vitamin C because of respiratory infec- 
tions, childhood illnesses, chronic tonsillitis, et cetera. 
Naturally, this sequence is most often found in the late 
winter and early spring months after a seige of winter 
ills. McMillan and Inglis’ found that the greatest inci- 
dence was in the spring. 
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Diagnosis of deficiency 


Clinical Diagnosis.—The clinical diagnosis of hy- 
povitaminosis C has been relatively simple, in my expe- 
rience. One of the most constant findings is an exces- 
sive bruising tendency. We suspect any child who has 
numerous deep bruises over the shins and extensor 
surfaces of the forearms. These are not the occasional 
superficial bruises common to children, but those which 
are deeper ; they obviously have been slow in resolving 
because many different phases of healing may be ob- 
served simultaneously. The underlying cause for this 
manifestation can be checked by the petechiometer or 
tourniquet test, although the findings from these tests 
are not absolute. 

The physician may be suspicious when a child 
whose diet includes no vitamin supplementation presents 
a history of “allergy” to fruit juice and/or is a finicky 
eater. He may have been depleted by a series of bouts 
with respiratory illnesses or chronic infections, such as 
inflamed tonsils or adenoids. In particular, this condi- 
tion is found after measles and other viral infections ; 
bruising may be observed for months following severe 
measles. 

In cases of trauma, the physician should be suspi- 
cious at the presence of hemorrhage greater than would 
be considered average for the particular type of injury. 
A related finding would be in certain adults who might 
demonstrate excessive bruising at the site of an in- 
jection. 

Differential diagnosis must exclude those condi- 
tions which may cause similar symptoms, such as rheu- 
matic fever for pain in the legs or purpura for excessive 
bruising. However, if other conditions are not evident, 
there should be an attempt to evaluate the presence of 
hypovitaminosis C. Since there is no easy test for 
ascorbic acid blood levels, (although Klenner’’® has 
described a simple test for the urine), I use a thera- 
peutic test. The administration of 300 to 500 mg. of 
ascorbic acid a day should stop leg pains within a week 
if they are due to hypovitaminosis C. During stress, 
this dosage may be increased to 1,000 mg. daily. This 
therapeutic trial may be continued while the patient is 
under observation and while other tests are being per- 
formed. 

Roentgenographic Diagnosis.—-Roentgenographic 
findings suggestive of scurvy are very rarely found 
today, if one looks for the classical signs including 
subperiosteal hemorrhage. I have seen only one case 
of frank scurvy in 12 years of practice. However, if 
the textbook descriptions of scurvy are studied closely, 
many cases will show one or another of the lesser signs 
of the condition. 

It should be remembered that bone is living tissue 
composed of constantly changing molecules. Nelson’’ 
states that roentgenographic evidence of changes in 
density are measurable after a starvation period of only 
a few days. Caffey,?° however, states that roentgen 
changes in the prodromal period of scurvy have not 
been observed. Sante” and Caffey”® also describe scurvy 
in detail. 

For the purpose of evaluating a small series of 
roentgenograms, I have adopted the following classifi- 
cation : 


Mild or chronic 
1. White line of Fraenkel 
2. Corner line of Pelken 
3. Thickening of the epiphysial plate 
4. Spur formation 
5. Bone atrophy 
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Moderate 
1. Zone of translucency 
2. Flaring of end of shaft 
Severe 
1. Ringing of epiphysis 
2. Subperiosteal elevation 
(The combination of diffuse bone atrophy with mul- 


tiple spurs at the cartilage shaft junction is supposed to 
occur only in scurvy.) 


Roentgenograms of 29 consecutive unselected cases 
in which the knee joint was visualized were evaluated. 
Seven showed no evidence of a vitamin C deficiency ; 
18 showed mild evidence ; 2 showed moderate evidence ; 
1 showed considerable evidence. 

Of the 7 who showed no roentgenographic evidence 
of deficiency, only 1 had clinical evidence of deficiency, 
and that was a case of rheumatic fever. Of the 18 who 
had mild evidence of avitaminosis, 15 were evaluated 
clinically: 10 had leg pains, 12 had excessive bruising, 
and 3 limped following minor trauma. 

The moderate and severe cases demonstrated all of 
these findings. 

Petecheal tests were performed in 8 cases in this 
series ; results were plus 1 or plus 2 in all 8 cases. All 
these patients showed roentgenographic evidence of 
mild to moderate deficiency, but there was no relation- 
ship between the degree of petecheal test findings and 
the severity of the x-ray findings. McMillan and Ing- 
lis’? did find similarity. All of the severe and moderate 
cases were known to be suffering from nutritional dis- 
orders (celiac disease, anemia, and malnutrition). 

It should be remembered, however, that a state of 
deficiency can occur long before roentgenographic evi- 
dence is present. Brailsford** has stated, “Though 
scurvy is associated with characteristic radiographic 
appearance, it is important to realize that it can mani- 
fest itself clinically before radiography detects any 
change from the normal in the bones. The latent nega- 
tive radiographic period may be of several months.” 

MeMillan and Inglis’’ reviewed 53 cases of proved 
scurvy resulting from the diet in wartime Britain. They 
reported many varied symptoms which were not direct- 
ly related to roentgenographic evidence or petecheal 


‘tests. All of their patients were in the older age group 


and all recovered under ascorbic acid therapy. 

Relation to Surgical Orthopedics —If a hypovita- 
minotic child is subjected to severe trauma—having one 
or more broken bones, being hospitalized, given nothing 
by mouth for hours, subjected to anesthesia, manipula- 
tion and/or open reduction, and then is on reduced food 
intake for several hours or days—this would seem to 
produce a problem. With the already depleted vitamin 
C stores further reduced by this stress, the following 
could be expected to occur: 

1. The hematomas would be larger than usual and 
bleeding from the open wound would be more difficult 
to control. 

2. The organization and repair of both the soft 
tissue and osseous wounds would be retarded. 

3. Pain in the area would be increased. 

4. Contiguous and distal swelling would be in- 
creased. 

5. Immobilization would be prolonged, with its 
sequellae. 

6. Pre-existing bone would be decalcified. 

7. There would be a greater amount of hemorrhage 
(particularly intracranial). 

Relation to Ambulant Orthopedics.—As mentioned 
earlier, the less serious symptom associated with hypo- 
vitaminosis C is the occurrence of unexplained joint 
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pain in growing children. I believe this to be the result 
of microscopic fractures of trabeculae and hemorrhage 
into the area of most active bone growth in an ascorbic 
acid deficient child. 

I further believe that the pain associated with 
minor orthopedic defects, such as errors in locomotion, 
might be caused by hypovitaminosis C. It is also inter- 
esting to speculate what effect hypovitaminosis C has 
on some orthopedic problems of obscure etiology, such 
as Osgood-Schlatter disease, slipped capitate femoral 
epiphysis, osteochondritis, and benign bone cysts. 


Treatment of deficiency 


The minimum daily requirements of ascorbic acid 
for the maintenance of normal, healthy humans is listed 
as from 40 to 100 mg. daily. Since conservative au- 
thors®:"* have estimated that the requirements in stress 
are ten times the minimum daily requirements, it would 
seem advisable to administer from 500 to 1,000 mg. of 
vitamin C daily, in stress. 

There is no known toxicity. Beckman" reports 
that as much as 10 grams of ascorbic acid have been 
given with no evidence of toxicity ; Klenner'®’® recom- 
mends 12 grams by injection as a therapeutic measure. 

It would further seem wise to administer vitamin 
C before operative intervention if possible. The main- 
tenance dose should be several times the minimum daily 
requirements until healing has been completed. 

Following is a series of case reports, illustrating 
the results of treatment with vitamin C. 

Case 1.—An 8-year-old boy was seen with the com- 
plaint of frequent leg and knee pain for the past 2 
years. Roentgenograms were interpreted as showing 
mild Blount’s disease. The child was put on limited ac- 
tivity and given 300 mg. of vitamin C daily. In 4 days 
he was pain-free and the mother reported that she was 
unable to limit his activity. He has been pain-free for 
8 months. X-rays indicate no change in bone configu- 
ration. 

Case 2.—A 16-year-old boy, when first seen, had 
so much discomfort in his knees that he walked with 
difficulty. He was a stocky boy who was the catcher 
for the high school baseball team. He bore the marks 
of his avocation as numerous bruises over his legs and 
arms. Roentgenograms were interpreted as bilateral 
Osgood-Schlatter disease. With 800 mg. of ascorbic 
acid daily he became pain-free in 2 weeks and restric- 
tion of activity was impossible. The mother commented 
some weeks later that he seldom had a bruise since 
taking the ascorbic acid. 

Case 3—An 8-year-old boy was seen on September 
26, 1956, with limping and intermittent pain in the hip 
of several months’ duration. He had fallen and “in- 
jured” his hip a year before. Roentgenographic, ortho- 
pedic, and osteopathic examinations revealed no abnor- 
malities. He was placed on a regimen of 500 mg. of 
ascorbic acid a day, and later the medication was 
reduced to 100 mg. daily. No further pain was noted 
through June 13, 1957, when he was last seen. 

Case 4.—A 3-year-old boy was being examined for 
a convulsive disorder, and was incidentally found to 
have flaring of the ends of the long bones with pointing. 
A petecheal test was positive. No treatment was given 
except routine vitamins. Two years later the patient 
was complaining of leg pain when fatigued and with 
each acute infection. This has disappeared with an ad- 
ditional 100 mg. of ascorbic acid a day. 

Case 5.—A 5-year-old boy was seen by a colleague 
for a complaint of difficulty in walking. Roentgeno- 
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grams revealed a cystic area at the distal end of the 
femur. After several days of bed rest and support, 
without relief, 1,000 mg. of ascorbic acid was given 
by injection. The patient was out of bed the following 
day. Ascorbic acid was continued orally, and no further 
difficulty was reported. 


Summary and conclusions 


In this article the following aspects of hypovitami- 
nosis C have been discussed: The functions of ascorbic 
acid, in general and in situations related to orthopedic 
practice; the clinical manifestations of ascorbic acid 
deficiency, including scurvy and simple hypovitamino- 
sis; requirements of vitamin C in health and disease, 
and reasons for deficiency among the general populace; 
diagnostic signs of deficiency, both clinical and roent- 
genographic ; and treatment of deficiency, including re- 
ports of clinical experience. 

The many functions of vitamin C have not in 
themselves been adequately explained or their relation- 
ships clearly outlined. Therefore, it would seem that an 
ascorbic acid deficiency should be considered and a 
therapeutic trial attempted if standard tests reveal no 
evidence of known cause for the following conditions: 
Hemorrhagic symptoms (excessive bruising, nose- 
bleeds, excessively large hematomas around fractures), 
or symptoms referable to what are considered hemor- 


‘rhage or microscopic fractures of trabeculae in softened 


epiphysial areas (knee pain or hip pain in active, grow- 
ing children; costochondral pains; early dorsal kypho- 
sis; or perhaps slipped epiphysis or degenerative dis- 
eases of growth areas of the bones). If a child or adult 
is undergoing traumatic surgery and/or if the previous 
history indicates prolonged illness or suboptimal health 
or other stressful and depleting situations, an allow- 
ance should be made for ascorbic acid needs in addition 
to other nutrients for which there is an increased de- 
mand in illness. 

The thoughts expressed herein are only prelimi- 
nary investigations in this matter. By calling this to the 
attention of specialists who are in a position to see 
these cases and evaluate the findings, I feel that further 
interest may be aroused. 


Addendum 


Since the above article was written, a related ar- 
ticle?* has come to my attention. A portion of it is 
quoted here: 


Thus vitamin C is of high biologic significance in wound 
healing, infections, and the elimination of harmful influences, 
and this is of special importance in the case of operations which 
expose the organism to special stress. . . . Preoperative and 
postoperative vitamin C therapy has been said to diminish post- 
operative anorexia, nausea and vomiting. When 250 mg. of 
ascorbic acid is administered, pulmonary and wound complica- 
tions are rare. . . . Some observations indicated that a fall of 
the blood pressure due to operation may be linked to the vita- 
min C excretion. . . . Within one to two minutes after the 
injection of vitamin C the blood pressure rose by 20 to 40 mm. 
and after two to three minutes, the original value was restored. 
... An 0.3 per cent solution for infusion seemed most suitable 
and maintained the blood level above 0.4 mg per cent during and 
after operation and eliminated the large variations of the blood 
pressure. ... 

Thus a large percentage of the patients who came to opera- 
tion during the winter and beginning spring showed vitamin C 
deficiency. 
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IN THE normal endocrine 
function of the female reproductive system are among 
the many problems confronting the obstetrician and 
gynecologist in the practice of his specialty. In that 
phase devoted to the study of infertility, one of the 
most perplexing of these problems is the failure of 
ovulation and its subsequent multiple effects on female 
reproductive capability. The complexities of the hypo- 
thalamic-pituitary-ovarian relationships are such that all 
facilities available to the physician at a clinical level and 
in the laboratory are many times not sufficient to solve 
the riddle of anovulation. 

In a recent publication, Greenblatt? concludes: 
“Though much has been learned about ovulation and 
many technics are employed to help induce ovulation, 
our knowledge of this most important function remains 
meager.” Corner? of the Rockefeller Institute of Medi- 
cal Research and one of the outstanding contributors to 

*Presented at the annual meeting of the American College of Osteo- 


pathic Obstetricians and Gynecologists, Denver, Colorado, February 12, 
1958. 


Vor. 57, May 1958 


9. Dunphy, J. E., Udupa, K. N., and Edwards, L. C.: Wound heal- 
ing; new perspective with particular reference to ascorbic acid deficieney. 
Ann. Surg. 144:304-317, Sept. 1956. 

10. Selye, H., and Heuser, G.: Fifth annual report on stress, 1955- 
1956. MD Publications, New York, 1956. 

11. Beckman, H.: Pharmacology in clinical practice. W. B. Saun- 
ders Co., Philadelphia, 1952. 

12. Warkany, J., and DiGeorge, A. M.: Disorders of adrenal glands, 
in Textbook of pediatrics, edited by W. E. Nelson. W. B. Saunders Co., 
Philadelphia, 1954, pp. 1252-1266. 

13. Milberg, M. B., and Michael, M., Jr.: Antibiotics and nutrition 
in infections. Ann. New York Acad. Sc. 63:252-257, Oct. 28, 1955. 

14. Kinsell, L. W.: Nutritional and metabolic aspects of infection. 
Ann. New York Acad. Sc. 63:240-247, Oct. 28, 1955. 

15. Howells, G., Palmer, P. E. S., and St. John-Brooks, W. H.: Six 
cases of infantile scurvy. British M. J. 2:1143, Nov. 13, 1954, 

16. Pollack, H., and Halpern, S. L.: Therapeutic nutrition. National 
Academy of Sciences, National Research Council, Washington, D.C., Pub- 
lication 234, 1952, p. 1. 

17. McMillan, R. B., and Inglis, J. C.: Scurvy; survey of 53 cases. 
Brit. M. J. 2:233-236, Aug. 19, 1944, 

18. Klenner, F. R.: Role of ascorbic acid in therapeutics. Tri-State 
M. J., Nov. 1955. 

19. Klenner, F. R.: New office procedure for determination of plas- 
ma levels for ascorbic acid. Tri-State M. J., Feb. 1956. 

20. Caffey, J.: Pediatric x-ray diagnosis. Year Book Publishers, Chi- 
cago, 1956. 

21. Sante, L. A.: Principles of roentgenological interpretation. Ed- 
wards Brothers, Ann Arbor, 1955. 

22. Brailsford, J. F.: Some radiographic manifestations of early 
scurvy. Arch. Dis. Childhood 28:81-86, April 1953. 

23. Pataky, Z., Molnar, L., and Palla, J.: Uber die chirurgische 
Bedentung des C-Vitamins. Der Chirurg. 28:208-211, May 1957; abstract, 
Internat. S. Dig. 64:215-217, Oct. 1957. 


our knowledge in this field also remarks, in summary 
of the problems of research, that .. . “there is a seri- 
ous need for a long-term effort to improve the tests 
for ovulation. It must be added that we really know 
almost nothing about the physiology of maturation and 
rupture of the follicle.” It is from this level that those 
of us engaged in the study and management of infer- 
tility in private practice seek to find an answer to this 
enigma that specifically involves the female partner of 
the sterile marriage. 


The clinician in association with university or hos- 
pital laboratory research facilities, who has biochemists, 
physiologists, skilled pathologists, and endocrine spe- 
cialists at his side, is in an enviable position to offer 
to the patient a service that is not approached by his 
colleague in private practice. The high cost of endo- 
crine studies that even at best may not be reliable, the 
need for serial evaluation in most cases, the lack of 
adequate facilities and trained personnel, and the ex- 
igencies of obstetrics make it difficult for the average 
obstetrician-gynecologist to arrive at an accurate. diag- 
nosis or even more, to institute proper therapy, no 
matter how extensive his knowledge may be. 


As hopeless as the situation may appear, however, 
he is in a position to utilize his knowledge and available 
facilities to achieve a satisfactory outcome in some se- 
lected cases, for success in the management of anovu- 
latory cycles with the ultimate production of an egg at 
regular intervals may occur in only a small percentage 
of patients. However, in many other cases diagnosis 
will reveal unalterable pathologic or anomalous con- 
ditions, and this diagnosis will enable the patient to 
adjust her life to the condition which exists. 


It is necessary, at the onset, for the physician to 
have a reasonably good understanding of the known 
physiologic facts of the cyclic production of a viable 
egg. To that end, these mechanisms, nebulous as some 
of them may be, will be discussed briefly. Standard 
illustrations in schematic form offer little of real value 
and, according to Goldzieher,® among others, tend to- 
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Alterations in the normal 
endocrine function of the female 
reproductive system are among the 
many problems confronting the 
obstetrician and the gynecologist in 


the practice of their specialty 


ward an oversimplification of a series of events of 
vastly greater magnitude and complexity. 

For many years the concept of the pituitary as the 
master gland served as a basis for the incomplete under- 
standing of its relationship to the other glands of in- 
ternal secretion. With increasing knowledge of the 
role of the hypothalamus, it has been seen that the 
pituitary is subservient to and under the control of the 
hypothalamus.* Thus a broader concept of the hypo- 
thalamic-pituitary-ovarian axis is brought into view 
and also offers a plausible hypothesis for previously 
unexplained alterations in the menstrual cycle brought 
on by stress originating outside of the reproductive 
system. 

The gonadatropic hormones of the anterior pitui- 
tary, which act either as components of one gonada- 
tropin or as three single entities, are responsible for the 
stimulation of the intact ovary at the onset of puberty 
and through its continuing reproductive function. 
These hormone factors are follicle-stimulating hormone 
(FSH), luteinizing hormone (LH), and luteotropic 
hormone (LTH). These substances are complex pro- 
tein molecules arising from the reservoir of the anterior 
pituitary. They are released under the direction of the 
hypothalamus and influenced in amount and timing 
by the products of the other glands of internal secre- 
tion, and more particularly by the products of the 
ovary itself in a “kickback” type of mechanism. 

Normally secreted in an orderly fashion, FSH 
stimulates the follicle cells to produce estrogen that at 
its peak promotes the anterior pituitary secretion of 
LH. Their synergistic action with continued production 
of estrogen in the further development of the follicle 
results in ovulation. FSH is then inhibited and LTH is 
stimulated, thereby transforming the collapsed follicle 
into a functioning corpus luteum that continues the 
production of estrogen and initiates progesterone se- 
cretion. These two hormones, with progesterone domi- 
nant, in turn suppress LH, and progesterone terminally 
reactivates FSH, thereby completing the two phases of 
the cycle. The sharp diminution of estrogen and pro- 
gesterone toward the end of the luteal phase results in 
menstruation after about 2 or 3 days, when the endo- 
metrium loses its hormonal support. This is briefly the 
sequence of hormonal tides which is responsible for 
cyclic ovulatory function operating through a normal 
hypthalamic-pituitary-ovarian axis. 
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In the course of investigation of the infertile 
couple, it is assumed that the physician has ruled out in 
both partners other pathologic conditions or deficiencies 
which might be of importance in inhibiting conception. 
The essential elements, of course, include a complete 
history and physical examination of both, with funda- 
mental laboratory procedures, semen analysis, and 
evaluation of the tubal and cervical factors. Details 
are listed in Evaluation of the Barren Marriage: Mini- 
mal Procedures, by the American Society for the Study 
of Sterility. These studies should be carried out even 
if there is evidence that the problem may revolve about 
faulty ovarian function. 

Dealing with the couple as a unit is of importance 
not only in the physical realm but also in the psycho- 
somatic or psychogenic evaluation, whichever term one 
chooses to use. The literature reflects an increased in- 
terest in this subject which has been studied by a num- 
ber of investigators in both the psychiatric and gyne- 
cologic fields. Kroger and Freed,* Goldzieher,* Green- 
hill,> de Watteville,* Deutsch,” and many others have 
stressed the importance of psychic investigation and 
the administration of psychotherapy when indicated. 
Ford and associates,* in lamenting the fact that there 
is often an attempt to differentiate between the psycho- 
genic and organic, state: “A more rational approach 
would seem to be to incorporate the psychologic study 
of the patient in the routine investigation, rather than 
in desperation, after all other possible causes have been 
eliminated and the diagnosis of psychogenic infertility 
has been made by exclusion.” 

This approach demands a degree of psychiatric 
orientation that is by no means impossible for the ob- 
stetrician-gynecologist to achieve if he is interested. It 
is difficult to see how any physician can practice satis- 
factorily today without a basic understanding of psy- 
chosomatic principles. The obstetrician-gynecologist is 
not expected to be able to delve into deep emotional 
disturbances or to administer more than superficial 
therapy to the emotionally disturbed patients who make 
up a large proportion of his practice, but he should be 
able to recognize the need for this type of management 
and recommend it when it is indicated. 

Anovulation cannot be assumed without positive 
evidence, even in the presence of amenorrhea. This fact 
was demonstrated rather spectacularly by a patient 
aged 23, who had never menstruated, but who became 
pregnant and delivered at term three times in a little 
more than 3 years. She subsequently had her first 
menses induced 3 months following her third delivery. 
The methods for detection of ovulation which are prac- 
tical and available are included in a recent study by 
Arronet.® I have selected those signs and methods 
which also have proved useful to me. 

In order of their reliability and practicability in 
private practice, evidence of ovulation can be gained 
by the following signs and methods: (1) pregnancy, 
(2) endometrial aspiration or biopsy, (3) cytologic 
study of vaginal smear, (4) basal body temperature, 
(5) absence of arborization of cervical mucus, (6) 
urinary pregnanediol, (7) cyclic vaginal bleeding, (8) 
intermenstrual pain, and (9) characteristics of cervical 
mucus. 

The expense of repeated observations or tests on 
a monthly basis must be given consideration, because 
all tests, with the exception of the first, require serial 
observations. Calculated on an approximate basis, the 
procedures listed above cost a minimum of about 
$40.00 a month. If additional hormonal assays are 
made, the cost becomes prohibitive for the average 
patient. 
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A brief discussion of each of these evidences of 
ovulation may be useful. 

1. Pregnancy of course not only answers the ques- 
tion concerning possible ovulation, but also solves the 
problem of infertility. The assumption that the pa- 
tient’s troubles are over, however, may lead to disaster 
because of the increased possibility of abortion in this 
group. The hormonal, nutritional, and constitutional 
factors preventing ovulation may still be operating, 
and the patient needs all the support that can be 
applied intelligently to her situation. 

2. Endometrial biopsy or aspiration with histologic 
interpretation of the tissue obtained is highly reliable 
although not infallible. It is possible for ovulation to 
occur and still be followed by a complete failure of 
corpus luteum effect. This effect which is, of course, 
measurable in all degrees in the histologic study of the 
endometrium during the postovulatory phase of the 
cycle, must be maintained adequately to provide for 
the budding conceptus. Satisfactory material is easily 
obtained in an office procedure with the Novak curet 
or the Milex-Clyman aspiration cannula. The aspirated 
material may be preserved in formalin and prepared 
by the usual paraffin block method for staining or 
blown out of the latter instrument onto a slide and a 
smear preserved in ether alcohol, as for Papanicolaou 
staining. 

This technic not only confirms ovulation, if the 
characteristic secretory changes are present, but can 
also yield additional valuable information. If the en- 
dometrial material method of dating, suggested by 
Noyes, Hertig, and Rock,’ is correlated with the basal 
body temperature graph, information concerning the 
adequacy of the secretion phase is also acquired. The 
endometrium obtained should come from high in the 
uterine cavity, avoiding the endometrium of the lower 
uterine segment which, according to Gillum,!! is of no 
value. As a general rule, a premenstrual specimen of 
endometrium is preferred both for the sake of con- 
venience and to obtain intact endometrium for dating. 
Repeated studies may be made in the same cycle, begin- 
ning in the immediate postovulatory phase if desired. 
Tissue taken at the onset of menstruation is also of 
value, especially when biphasic curves of basal body 
temperature or other signs of ovulation are lacking. 
The only difficulty in complete evaluation is the need 
for personnel trained in the method of dating, but it 
takes no unusual skill to determine secretory charac- 
teristics in most cases. 

3. Cytologic studies of vaginal smears have proved 
reliable, but require serial observation of slides taken 
by either the patient or the physician. The material is 
obtained from the vaginal secretions by aspiration, tam- 
pon, or other methods during the 6 to 9 days before the 
probable time of ovulation. Periodically repeated, it can 
become somewhat of a nuisance to the patient, but the 
findings are of considerable aid in timing if proper in- 
terpretation is made. 

4. Use of the basal body temperature (BBT) 
graph has become established as a simple but not alto- 
gether reliable indicator of ovulation since it was first 
described in this country by Tompkins” in 1944. In- 
terpretation is often made difficult if the temperature 
rise is a gradual one or if other atypical features are 
present. When the graph is typically biphasic there is 
little problem in interpretation, but there is still no 
assurance that the egg is a healthy one capable of its 
predetermined task. The rise in temperature probably 
corresponds with production of postovulatory proges- 
terone and follows the peak of estrogenic influence. 
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Ovulation uccu:s about 48 hours atter the change in 
temperature. Usefulness of the graph is increased by 
correlation with other events. 

5. The appearance of a fern-like pattern in cervi- 
cal mucus dried on a slide has been described by 
several investigators and has been the object of further 
study by Ronald** in an effort to correlate changes in 
fern pattern with ovulation. I have found this test to 
be accurate and useful if samples of cervical mucus 
are taken at mid-cycle when estrogenic activity is pre- 
sumed to be at its peak, and again about the twenty- 
third or twenty-fourth day of the cycle. When a well- 
developed fern pattern with low cellularity is seen on 
the first sampling and no fern pattern is seen on the 
second, ovulation can be presumed. We have compared 
results of these studies with those of endometrial biop- 
sies in a number of cases and have found them to 
coincide. It is true that the fern pattern may be seen 
in typical or atypical form at any phase of the cycle 
and lead to doubtful conclusions concerning ovulation, 
but its disappearance after being seen is highly conclu- 
sive. The rapid disappearance of the pattern immedi- 
ately following the injection of progesterone substances 
at ovulation has been noted many times in my patients 
and further illustrates the fact that the fern is a result 
of estrogen dominance. 

6. Urinary pregnanediol determinations are expen- 
sive and variable in result. Because day-to-day varia- 
tions may occur, a single evaluation may not be of 
any great value. Since pregnanediol is considered to 
be the direct breakdown product of progesterone, its 
appearance in the urine theoretically parallels that of 
corpus luteum activity. The urine, therefore, should 
be collected about a week before the expected menses. 
My experience with this test has been limited because 
of the expense involved and because of my reliance on 
other methods. 

7. Cyclic vaginal bleeding has been shown to be 
evidence of ovulation in a high percentage of patients 
tested. Topkins™ reported on the biopsy results from 
the endometria of 402 regularly menstruating infertile 
women and concluded that ovulation invariably oc- 
curred in each cycle. One might speculate, however, 
that this is not universally the case. At least, if the 
supposition that infertile women as a group are subject 
to increased emotional instability is accepted, one might 


Whatever the method of therapy 
used to induce ovulation, the fact 
remains that even with the best 
clinical and laboratory 
methods, the mechanisms remain 


obscure and the results inconsistent 
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expect alterations from time to time. On what basis 
can we explain sudden alterations that are observed in 
the previously regular menstrual cycle following the 
start of infertility investigation? Influence from higher 
centers seems to be a plausible answer. 


8. The occurrence of intermenstrual pain at mid- 
cycle may be considered presumptive evidence of ovu- 
lation. However, this sign is very seldom discernible 
by the patient who is oligomenorrheic or even irregular 
and is of little help in the real problem cases. On the 
other hand, while it may not be present exactly at ovu- 
lation, it aids in timing of coitus by those patients 
with regular cycles who are attempting to become preg- 
nant. The appearance of a small amount of blood at 
the time of the pain or after it can be considered as 
evidence of the temporary drop in estrogen level fol- 
lowing ovulation. 

9. Changes in the physical characteristics of the 
cervical mucus are helpful in correlation with the BBT 
graph, mittelschmerz, and cytologic studies, but in 
many patients are not specific enough to be an accurate 
indicator of the time of ovulation. Changes in the 
mucus from a viscous, cloudy, and scanty amount to a 
clear abundant watery secretion coming from a cervical 
os which may increase in diameter as much as 5 mm. 
in the nulliparous patient certainly indicates a high de- 
gree of estrogenic activity. It is not, however, any as- 
surance of ovulation. One of the most perfect examples 
of this apparently normal change occurred in one of my 
patients who persistently showed little or no secretory 
change on endometrial biopsy. 

While the foregoing methods and signs may be 
considered helpful, the only absolute evidence of ovula- 
tion in the patient who does not become pregnant is 
recovery of the ovum. This, of course, can be accom- 
plished only at laparotomy and is not of value. Failing 
to find presumptive evidence of ovulation by the meth- 
ods discussed, the physician is faced with the problem 
of determining the cause of its absence. As mentioned 
earlier, this discussion will be limited primarily to the 
effects of the hypothalamic-pituitary-ovarian axis, and 
metabolic disorders that are not common causes of in- 
fertility will be eliminated. Also excluded will be the 
other glands of internal secretion secondarily affecting 
gonadal function, except for mention of hypothyroidism 
and the adrenogenital syndrome. 

It may be said, then, that in the great majority of 
patients with anovulation as the chief factor in their 
infertility, the pituitary and/or the ovaries are primarily 
involved. Anovulation may be included in menstrual 
disorders varying from primary or secondary amenor- 
rhea to oligomenorrhea, to irregular bleeding or dys- 
functional uterine bleeding. The ultimate target of the 
gonadal hormones, the uterine endometrium, therefore 
becomes a diagnostic tool. 

Kupperman and associates’® have advanced a diag- 
nostic method based on the use of progesterone and 
pregnant mare’s serum which serves adequately as a 
diagnostic office procedure. It is based on the principle 
that withdrawal bleeding following administration of 
progesterone will occur only in the presence of estro- 
gen. Therefore, if bleeding occurs after administration 
of 100 mg. of progesterone intramuscularly or its 
equivalent orally or vaginally, it may be presumed that 
endogenous estrogen is present, produced by ovaries 
responding to gonadatropin or at least to the FSH 
fraction from the pituitary. If menses do not occur, 
pregnancy, an active secretory phase, endometrial 
failure, or undetected ovarian or pituitary failure is 
present. Endometrial failure can be ruled out by com- 
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bined or cyclic administration of estrogen and pro- 
gesterone which will induce bleeding on an intact and 
functional endometrium. 

To test pituitary and ovarian response, Kupper- 
man gives pregnant mare’s serum (PMS), 500 IU 
three times weekly, for 3 weeks, and at the end of that 
period an injection of 100 mg. of progesterone. If 
there is no bleeding, a high urinary excretion of 
gonatropin, and no PMS response, ovarian failure is 
evident. If menses do occur and urinary gonadatropins 
are low or absent, pituitary failure is evidently the 
cause. The cause of oligomenorrhea or functional 
uterine bleeding may not be nearly so discernible and 
often requires a longer period of investigation than do 
cases of amenorrhea. The use of progesterone is not 
necessary in these cases, because the appearance of 
menses indicates estrogen stimulation of the endome- 
trium. 

Having determined that the functional status of the 
pituitary and the ovaries is satisfactory, the physician 
may turn his attention to the possibility of thyroid 
hypofunction or the hypometabolic syndrome. The 
diagnosis of hypothyroidism is usually not difficult 
when laboratory tests and clinical signs are combined. 
Hypometabolism, however, may not be as easily distin- 
guished. It is differentiated from hypothyroidism by 
failure of proper thyroxin utilization at a cellular level 
in spite of adequate circulating thyroid hormone levels 
as evidenced by a normal level of protein-bound iodine. 
Response in hypothyroidism is obtained with thyroid 
and in hypometabolism with L-triiodothyronine or 
Cytomel. The indicated use of these substances has 
been adequately covered elsewhere. 

While it is doubtful that the adrenocortical hor- 
mones have any regulatory effect on the rhythmic events 
of the normal menstrual cycle, Borth, Lunenfeld, and 
de Watteville’® suggest that they play a permissive role 
in normal genital function. It is also known that in 
conditions resulting in diminished adrenal corticoid pro- 
duction, the increased production of ACTH by the 
pituitary may result in diminished gonadatropins. This 
occurs in other pituitary tropic disturbances, because 
the gonadatropins are the least necessary for mainte- 
nance of body function and are first to be eliminated. 

After anovulation has been diagnosed and the 
cause determined or surmised, treatment may be at- 
tempted by the following methods, singly or in com- 
bination. 

1. The gonadatropins in their three usual forms 
available as PMS, mixed gonadatropins, or chorionic 
gonadatropin are theoretically of value. After their use, 
alone or in sequence in various dosage schedules, induc- 
tion of ovulation has apparently occurred and resultant 
pregnancies have been reported. However, the con- 
sensus leads us to conclude that their practical use is 
of limited value and that coincidence may be the actual 
factor. 


Palmer’? suggests the use of chorionic gonada- 
tropins only in cases of short luteal phase. This, of 
course, connotes ovulation with deficient corpus luteum 
and a sterile cycle. He treated 500 infertile women of 
whom 84 had recurring sterile cycles. Pregnancy oc- 
curred in 63 per cent following doses of 1,000 IU of 
chorionic gonadatropin every other day for five injec- 
tions starting on the fifth or sixth day of the “hiphase.” 
He concludes that, for the present, administration of 
chorionic gonadatropin deserves no place in the pre- 
ovulatory phase of the cycle. In any event, the use of 
these gonadatropins should be limited to one or two 
cycles with increasing intervals between therapy. 

2. Estrogens in small doses using estriol, estrone, 
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or estradiol given for short periods or cyclically ; large 
single doses of estridiol ; 20 mg. conjugated estrones in 
one intravenous dose on about the tenth day, or larger 
doses cyclically have in the past given mixed results. 
Theoretically, the exogenous estrogen activates pituitary 
release of LH. 

Kupperman and his associates'® recently demon- 
strated the effectiveness of intravenous conjugated 
equine estrogens in anovulation based on this mech- 
anism. He administered 20 mg. of Premarin on the 
fourteenth day following menses to 31 women with 
ovulatory failure and achieved ovulation in 16. He 
suggests that failure of ovulation following this therapy 
in otherwise normal patients with persistent prolifera- 
tive endometrium indicates the possibility of blocking 
by a thickened ovarian capsule. Wedge resection of the 
ovaries is recommended in these patients even if other 
evidence of Stein-Leventhal syndrome is not present. 

3. Progesterone in all forms, including the newer 
17-alpha-hydroxy-progesterone caproate (Delalutin) 
and other compounds, is advocated, and various degrees 
of success are reported. I have used a great deal of 
Delalutin and find it to be of value in conjunction with 
cyclic estrogen which seems to be necessary for its sus- 
tained effect without breakthrough bleeding. Pregnan- 
cies followed this therapy in three patients, but I am 
not able to say that it was the cause. Other anovulating 
women have not responded. It is probably more suc- 
cessful in secondary than in primary ovarian failure, 
although it is applicable in both. The most difficult 
problem in the treatment of these patients is judging 
the proper amount, if any, of the hormones to adminis- 
ter; it is at best a case of trial and error. 

4. The development of the 19-nor progestational 
steroids marketed commercially as Enovid and Norlutin 
will undoubtedly offer new avenues of observation. In 
the relatively short period of use in my office, some 
interesting results have been obtained. One patient aged 
23, with primary amenorrhea, had been on cyclic estro- 
gen and progesterone for nearly a year without success- 
ful initiation of spontaneous menses. Enovid therapy, 
10 mg. daily from the fifth to twenty-fifth day, was 
tried for 3 months. On the forty-second day following 
cessation of Enovid, spontaneous menstruation occurred 
for the first time. Improper timing of endometrial bi- 
opsy did not allow evidence of ovulation to be obtained. 
Other evidence obtained by two pregnancies seems to 
confirm the progestational enhancement provided by 
administration of Enovid from the fifteenth to the 
twenty-fifth day of the cycle. Determination of its true 
value in pituitary or ovarian failure must, however, 
await further studies. 


5. Cortisone and ACTH have been reported to be 
of value in specific instances relating to insufficient pro- 
duction of corticoids by the adrenals. In congenital 
adrenal hyperplasia, adrenogenital syndrome, and even 
in early cases of Stein-Leventhal syndrome, administra- 
tion of cortisone seems to have permitted ovulation to 
occur by diminishing ACTH secretion. Corticoids ap- 
pear to be most effective in the presence of elevated 17- 
ketosteroids and should be administered in proper doses 
for a period of several months. In three of our patients 
treated with cortisone, one is pregnant and in her eighth 
month. ACTH given in a single dose has, according to 
Greenblatt,’ brought on menstruation. 


6. Since the steroid hormones demand complex 
protein molecules for their manufacture, hypoproteine- 
mia beginning in puberty might well be considered as 
a contributory factor. Proper emphasis by the physi- 
cian on the need for adequate amounts of protein in the 
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diet of the adolescent girl is certainly worth-while 
prophylaxis in a coke-and-candy-bar culture. 

7. Stimulation of the ovaries by irradiation has 
been a highly controversial point. Paschkis, Rakoff, and 
Cantarow™ have reported good results with irradiation 
of the ovaries in a large number of patients, as deter- 
mined by pregnancies in subsequent cycles. Others have 
also reported favorably on its use and have contended 
that the risk to future progeny is minimal. It would 
seem that the current attention that all x-ray procedures 
are receiving in the popular literature and press may 
limit its use even further. Russell?® sums up the situa- 
tion adequately in a special article for the 1957-58 
Yearbook of Obstetrics and Gynecology. He writes: 
“In the usual case of balancing risk against benefit in 
therapy, both pertain to the same person—the present 
patient. In the case of x-ray treatment for sterility, 
however, the risk is taken for future persons who have 
no voice in the decision.” 

Whatever the method of therapy used to induce 
ovulation, the fact still remains that even with the best 
of clinical and laboratory methods the mechanisms re- 
main obscure and the results inconsistent. The role of 
the hypothalamus as the mediator of pituitary function 
is becoming more evident. The approach to the anovula- 
tory patient should be a holistic one, embracing the 
individual patient’s total needs and recognizing the con- 
stant interaction of the psyche and the soma. In our 
present state of knowledge it is possible to bring about 
ovulation and hasten the occurrence of pregnancy in 
some patients, but not in others. Further, it is some- 
times difficult to determine whether or not we have 


really helped. 
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Notes toward a 


HISTORY ot 
KINESIOLOGY* 


PHILIP J. RASCH, Ph.D. 


Los Angeles, California 


Part I 


HE DOCTOR OF OSTEOPATHY who plans to 
build his professional reputation on the practice of 
manipulative therapy must, of necessity, view kinesiol- 
ogy as “the queen of sciences.” Successful manipula- 
tive technic does not and should not require great 
strength or sudden violent thrusts. Rather, it is based 
on a thorough knowledge of kinesiology and body me- 
chanics which enables the physician to apply manipula- 
tive technics in such a manner that the patient’s body 
weight and muscular function develop leverages suf- 
ficient to produce the desired results smoothly, pain- 
lessly, and harmlessly. Thus, the novice manipulator 
stakes his career on his knowledge of kinesiology and 
body mechanics and his ability to apply it. As a physi- 
cian, and not merely a technician, he needs not only a 
practical proficiency in his chosen field, but also an ac- 
quaintance with its history to enable him to understand 
the processes by which the science of kinesiology has 
reached its present state, the main currents of thought 
underlying it, and the developments that are currently 
taking place within it. 

Despite the importance of kinesiology to osteo- 
pathic physicians in general medicine, orthopedists, 
corrective therapists, physical educators, and other pro- 
fessional personnel who are engaged daily in some 
form of human engineering, the history of kinesiology 
must be laboriously extracted from tomes on the history 
of medicine, of art, and of physics, and from biog- 
raphies and other sources more or less distantly re- 
lated to the subject. A very informative chapter on the 
subject by Steindler’ and two short articles by Braun* 
and Hirt* are the exceptions. As suggested by its title, 
this paper does not present a complete history of 
kinesiology ; however, it may serve as a guide to avail- 
able source material for students with the time and 
inclination for historic research and perhaps spur them 
to make a more substantial contribution to the history 
of kinesiology. 

The term kinesiology is a combination of two 
Greek verbs, “kinein,” meaning “to move,” and “logos,” 
“to discourse.” Kinesiologists—those who discaurse 
on movement—in effect combine anatomy, the science 
of structure of the body, with physiology, the science 


*Report No. 1-58, Research Center, Los Angeles County Osteopathic 
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of function of the body, to produce kinesiology, the 
science of movement of the body. 


The title, “father of kinesiology,” is usually given 
to Aristotle (384-322 B. C.), whose treatises Parts of 
Animals, Movement of Animals, and Progression of 
Animals described for the first time the actions of the 
muscles and subjected them to geometrical analysis. He 
recorded such practical observations as the following: 

. the animal that moves makes its change of position by 

pressing against that which is beneath it. . . . Hence athletes 
jump farther if they have weights in their hands than if they 
have not, and runners run faster if they swing their arms, for 
in the extension of the arms there is a kind of leaning upon 
the hands and wrists." 
Aristotle was the first to analyze and describe the com- 
plex process of walking, in which rotatory motion is 
transformed into translatory motion. His discussion of 
the problems of pushing a boat under various condi- 
tions was, in essence, a precursor of Newton’s three 
laws of motion. For his time, Aristotle demonstrated 
a remarkable understanding of the role of the center 
of gravity, the laws of motion, and of leverage. 


Another Greek, Archimedes (287-212 B. C.), is 
credited with having determined hydrostatic principles 
governing floating bodies, which are still accepted as 
valid in the kinesiology of swimming.? The broad 
scope of his inquiries included the laws of leverage and 
problems related to determining the center of gravity. 
His treatises on the latter have been described as “the 
foundation of theoretical mechanics.’”® 


_ Galen (131-201 A. D.), a Roman who tended the 
gladiators in Asia Minor for the ruler of Pergamum 
and who is considered to have been the first team phy- 
sician in history, had a substantial knowledge of human 
motion.® In his essay, De Motu Musculorum, he distin- 
guished between motor and sensory nerves and between 
agonist and antagonist muscles, described tonus, and 
introduced terms such as diarthrosis and synarthrosis, 
which even today are of major importance in the ter- 
minology of arthrology.* Galen taught that muscular 
contraction resulted from the passage of “animal 
spirits” from the brain through the nerves to the 
muscles. 


Following Galen’s myological studies, kinesiology 
remained almost static for over a thousand years. It 
was not until the time of one of the most brilliant men 
in history, Leonardo da Vinci (1452-1519), that the 
science of kinesiology was advanced another step. 
Artist, engineer, and scientist, da Vinci was particularly 
interested in the structure of the human body as related 
to performance and in the relationship between the 
center of gravity and the balance and center of re- 
sistance. He described the mechanics of the body in 
standing, walking uphill and downhill, in rising from 
a sitting position, and in jumping. To demonstrate the 
progressive action and interaction of various muscles 
during movement, he suggested that cords be attached 
to a skeleton at the points of origin and insertion of 
the muscles.’ Although a prolific writer, unfortunately 
da Vinci designed his notebooks to be unintelligible 
to the unauthorized reader. As a result, most of his 
writings were not published until two or three hundred 
years after his death; and his influence during his life 
was restricted principally to a small circle of acquaint- 
ances. 

After having studied medicine at the University 
of Pisa for 3 years, Galileo Galilei (1564-1642) be- 
came convinced that ‘‘nature is written in mathematical 
symbols”; whereupon, he turned to mathematics in 
search of the laws underlying physical phenomena. His 


Journat A.O.A. 


Y, the 


given 
rts of 
on of 
Df the 
He 

Ing; 
ion b 
thletes 
f they 
Ss, for 
upon 


com- 
On is 
n of 
ondi- 
three 
‘ated 

‘nter 


demonstrations that velocity is not proportional to 
weight and that the relationship of space, time, and 
velocity is the most important factor in the study of 
motion inaugurated classical mechanics and have been 
acclaimed as the introduction of experimental method- 
ology into science.* Without his impetus to the study 
of mechanical events in mathematical terms, kinesiology 
might not have become a science. 

Alfonso Borelli (1608-1679), who studied under 
one of Galileo’s pupils, endeavored to apply the mas- 
ter’s mathematical formulae to the problems of muscu- 
lar movement. In his treatise, De Motu Animalium, 
published in 1680 or 1681, Borelli sought to demon- 
strate that animals are machines. The amount of force 
produced by various muscles and loss of force as a 
result of unfavorable mechanical action, air resistance, 
and water resistance were some of the aspects of mus- 
cular movement he explored. It was Borelli’s theory 
that bones serve as levers and that muscles function 
according to mathematical principles. Although realiz- 
ing that the contraction of muscles involved complex 
chemical processes, Borelli explained these processes 
in an extremely fanciful manner. He suggested that 
the nerves are canals filled with a spongy material 
through which flow animal spirits (succus nerveus, 
sometimes translated ‘“‘nerve gas’); that agitation of 
these spirits from the periphery to the brain produces 
sensation; and that agitation from the brain produces 
filling and enlargement of the porosities of the muscles, 
with resultant turgescence. Reaction of these spirits 
with a substance in the muscles themselves, said Borelli, 
initiated a process resembling fermentation, with sub- 
sequent contraction.® He distinguished between tonic 
and voluntary contractions, and perhaps even vaguely 
perceived the principle of reciprocal innervation of an- 
tagonistic muscles. Steindler praised him as “the real 
founder of modern kinetics” and “the father of modern 
biomechanics of the locomotor system.”* Singer cred- 
ited him with having effectively founded and developed 
that branch of physiology which relates muscular 
movement to mechanical principles.'° 

Borelli is also regarded as the founder of the iatro- 
physical school of medicine, which affirmed that the 
phenomena of life and death are based on the laws of 
physics. The tenets of this school were supported by 
Giorgio Baglivi (1688-1706), who, in 1700, published 
De Motu Musculorum, which differentiated for the 
first time between smooth muscles designed for long 
sustained efforts, and striated muscles designed for 
quick movements. Eventually, however, the iatrophy- 
sicists’ neglect of the rapidly advancing science of 
chemistry caused their school to fall into disrepute and 
disappear. 


Borelli’s theory of muscular contraction was at- 
tacked almost immediately by his contemporaries. 
Among his critics was Francis Glisson (1597-1677), 
who contended that contraction of the muscles takes 
place during flexion, as demonstrated by plethysmo- 
graphic experiments. He suggested also that all viable 
tissue possesses the capacity to react to stimuli. This 
capacity he referred to as “irritability.” Glisson’s con- 
cept was later elaborated by Albrecht von Haller (1708- 
1777), the outstanding physiologist of the eighteenth 
century, into the theory that contractility is an innate 
property of muscle which exists independently of nerv- 
ous influence. 

Although the circulation of the biood through the 
body was first demonstrated by William Harvey, he 
erroneously attributed to the heart the function of re- 
charging the blood with heat and “vital spirit.”2! Sub- 
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sequently, in 1664, Niels Stensen made the sensational 
declaration that the heart was merely a muscle, not the 
seat of “natural warmth” nor of “vital spirit.” This 
has been acclaimed as the greatest advance in our 
knowledge of the circulatory system since Harvey’s 
discovery."? Three years later, Stensen, who has been 
credited with laying the foundation of muscular me- 
chanics, wrote Elementorum Myologiae Specimen, an 
epoch-making book on muscular function. In this he 
asserted that a muscle is essentially a collection of mio- 
tor fibers; that in composition the center of a muscle 
differs from the ends (tendons) and is the only part 
that contracts. Contraction of a muscle, wrote Stensen, 
is merely the shortening of its individual fibers and is 
not produced by an increase or loss of substance.*® 

The word “orthopaedics” was coined by Nicholas 
André (1658-1742) from the Greek roots “orthos,” 
meaning “straight,” and “pais,” meaning “child.” It 
was the opinion of this author that skeletal deformities 
result from muscular imbalances during childhood. In 
his treatise, Orthopedics or the Art of Preventing and 
Correcting in Infants Deformities of the Body, pub- 
lished in 1741, he defined the term “orthopedist” as a 
physician who prescribes corrective exercise. Although 
this is not the modern definition of the term, André is 
recognized as the creator of both the word and the 
science.'* His theories were directly antecedent to the 
development of the Swedish system of gymnastics by 
Per Henrik Ling. 

In Philosophiae Naturalis Principia Mathematica, 
which is “perhaps the most powerful and original piece 
of scientific reasoning ever published,”** Isaac Newton 
(1642-1727) laid the foundation of modern dynamics. 
Particularly important to the future of kinesiology was 
his formulation of the three laws of rest and move- 
ment, which express the relationships between forces 
(interactions) and their effects: 

“Law | Every body continues in its state of rest, 
or of uniform motion in a right line, unless it is com- 
pelled to change that state by forces impressed upon 
it.” (This is sometimes known as the Law of Inertia, 
and was originally proposed by Galileo in 1638.) 

“Law II The change of motion is proportional to 
the motive force impressed; and is made in the direc- 
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tion of the right line in which that force is impressed.” 
(Law of Momentum) 

“Law III To every action there is always opposed 
an equal reaction: or, the mutual actions of two bodies 
upon each other are always equal, and directed to con- 
trary parts.” (Law of Interaction)*® 

The application of these laws to muscular function 
may be demonstrated by the following analogy: When 
making pivots, a discus thrower must grasp the discus 
firmly (exert centripetal force) to prevent it from fly- 
ing out of his hand. In accordance with Law III, the 
missile exerts an equal and opposite reaction (centrifu- 
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gal force). When the thrower’s grip is released and 
centripetal force no longer interacts with the discus, 
the implement flies off in a straight line tangential to 
its former circular path. The distance covered by the 
missile is proportional to the motive force imparted to 
it, in accordance with Law II. The trajectory of the 
missile is affected by gravity, wind velocity, and other 
forces tending to alter its state of uniform motion, as 
predicted by Law I. 


According to the Newtonian world-view, changes 
of motion are considered as a measure of the force 
that produces them. From this theory originated the 
idea of measuring force by the product of mass and 
acceleration, a concept that plays a fundamental role in 
kinetics. The greater the speed with which the discus 
thrower whirls, the greater the acceleration applied to 
the mass of the discus, the farther it will fly before 
gravity returns it to earth, and the greater the force 
said to have been applied to the discus. 

Newton is also credited with the first correct gen- 
eral statement of the parallelogram of force based on 
his observation that a moving body affected by two in- 
dependent forces acting simultaneously moved along 
a diagonal equal to the vector sum of the forces acting 
independently. By further analysis of the laws of 
movement as applied by the discus thrower, it can be 
demonstrated mathematically that the horizontal and 
vertical forces acting on the flying discus are equal. The 
diagonal, which is equal to the vector sum of the hori- 
zontal and vertical forces, is, therefore, 45 degrees, and 
the missile traverses the greatest distance when it 
travels at this angle. Since two or more muscles may 
pull on a common point of insertion, each at a different 
angle and with a different force, the resolution of these 
vectors is a matter of considerable importance in the 
solution of problems in kinesiology. 

Within the past few years physicists have demon- 
strated that Newton’s theories are valid only within the 
frame of reference in which they were conceived ; they 
do not apply to relationships between forces in the 
Einsteinian world-view. This discovery has little sig- 
nificance for the kinesiologist, however, for the forces 
of gross muscular movement are governed by the laws 
of motion set forth by Newton. 

In his studies of muscular motion, James Keill 
(1674-1719) calculated the number of fibers in certain 
muscles and from this deduced the amount of tension 
developed by each fiber to lift a given weight. In An 
Account of Animal Secretion, the Amount of Blood in 
the Human Body, and Muscular Motion (1708), Keill 
made the statement, which was later proved erroneous, 
that a muscle could not contract to less than two-thirds 
of its greatest length." 

In an essay On the Vital and Other Involuntary 
Motions of Animals, published in 1751, Robert Whytt 
(1714-1766) rejected Baglivi’s theory of muscular ac- 
tion and contended that movement originates from an 
unconscious sentient stimulus. This brought him into 
disagreement with von Haller. Possibly Whytt may 
not have comprehended the principle that movement 
may originate as reflex action to external stimuli; how- 
ever, it appears that he was cognizant of the stretch 
reflex and the fact that a given stimulus may be ade- 
quate to excite one nerve ending but not another. Their 
differences of opinion arose from the fact that von 
Haller thought in terms of isolated muscle, Whytt in 
terms of the reflex control of the movements of an 
organism.** 


The subject of anatomy, as taught prior to the 
time of Marie Francois Xavier Bichat (1771-1802), 
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consisted of little more than dogmatic statements 
handed down through the ages. Through his efforts 
anatomy became a science solidly founded on the sys- 
tematic observation of and experimentation with the 
various systems into which he divided the living or- 
ganism. Bichat observed that the organs of the body 
are composed of individual tissues with distinctive 
characteristics and was the first to describe the synovial 
membranes.'* He is regarded as the author of the 
modern concept of structure as the basis of function, 
which led to the development of rational physiology 
and pathology."® 

The six Croonian Lectures* on muscle motion,” 
delivered by John Hunter (1728-1793) in 1776, 1777, 
1779, 1780, 1781, and 1782, brought together all of this 
great anatomist’s observations concerning the structure 
and power of muscles and the stimuli by which they are 
excited. Muscle, he declared, while it is endowed with 
life, is fitted for self-motion and is the only part of the 
body so fitted. He emphasized that muscular function 
could be studied only by observations of living persons, 
not cadavers. In his lecture series, Hunter described 
muscular function in considerable detail, including the 
origin, insertion, and shape of muscles, the mechanical 
arrangement of their fibers, the two-joint problem, con- 
traction and relaxation, strength, hypertrophy, and 
many other aspects of the subject. His lectures may be 
regarded as summarizing all that was known about 
kinesiology at the end of the eighteenth century, when, 
unwittingly, kinesiologists stood at the threshold of a 
discovery that was to revolutionize their methods of 
investigation. 

*William Croone, a professor at Gresham College, England, who 
died in 1684, left in his will a plan for annual lectures on the physi- 
ology of muscular motion. Fulton commented, “It is literally true that 
the history of muscle physiology in the Eighteenth, Nineteenth and 


Twentieth Centuries has been largely developed at these annual lec- 
tures,” 4 
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SILENT LESIONS in the 


COLON of the AGED* 


CHARLES D. OGILVIE, D.O. 


a OF THE aged constitute a subject 
of significance to every physician regardless of his 
sphere of practice. Today, there are almost 14,000,000 
persons over the age of 65 in this country. It is pre- 
dicted that by 1975 this figure will rise over the 21,000,- 
000 mark. By 1980, 40 per cent of our population will 
exceed 45 years of age.? Medicine faces a tremendous 
task in caring for this burgeoning elderly population. 

Twentieth century society has little cause for smug 
pride in adding years to life until it can cope with the 
social, economic, and health problems associated with 
old age. As Galdston* has so succinctly put it, in too 
many instances increased longevity amounts to nothing 
more than a prolongation of endurance—of travail, de- 
pendency, unproductivity, and utter depression. From 
1900 to 1950 the life expectancy for a person 65 years 
old has been increased but one year. Impressive statisti- 
cal gains have been made in the pediatric group through 
the control of infectious diseases. To date, the commu- 
nity of man has done little for its senescent member but 
provide him with a more than ample supply of fellow 
dependents. 


By carrying into the third, fourth, and fifth decades 
of life individuals who would have dropped out of the 
race earlier, modern curative medicine has to a large 
extent converted mortality into morbidity. Senescence 
is accompanied by those insidious bedfellows—senility 
and degenerative disease. As the length of man’s span 
of life has been increased, it has extended into the 
problems of ill health in which the least medical prog- 
ress has been made.? All too many members of our 
population are living only to develop cardiovascular 
disorders, essential hypertension, diabetes, rheumatism, 
and malignant disease. In addition, the mores of west- 
ern culture have provided shelter and protection for the 
mentally maladjusted and physically weak, those con- 
genitally deficient members of our society who would 
not have possessed the constitutional adequacy to live 
to an advanced age in a less solicitous civilization. These 
individuals require almost constant medical care. 


The purpose of this prologue is not to disparage 
the strides that have been made toward providing every 
man has allotted threescore years and ten, but to point 
out the attendant difficulties. In the enlightened year of 
1957, we physicians can scarcely concur with the pessi- 
mistic assertion of Sir William Osler concerning the 
uselessness of men over the age of 60—an age at which, 


*Presented at the annual meeting of the American Osteopathic Col- 
lege of Radiology, St. Louis, Missouri, October 30, 1957. 
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he said, men should be retired “for a year of contem- 
plation before a peaceful departure by chloroform.”* 

Yet we must agree that the world we live in has 
placed a great emphasis on youth. The rapid technical 
advances that characterize our way of life are dependent 
upon the ingenuity, daring, and energy of the impetuous 
young.® The opposite side of the coin reveals that our 
present way of life is also characterized by a waning of 
artistic, cultural, and intellectual attainments as well as 
by an eclipse of idealistic values. To compensate for 
this hiatus there will be available to future society a 
great dormant storehouse of human experience and 
wisdom—the aged population. If this force is to be- 
come an asset rather than a liability, if the potential of 
this group is to be realized, if the old are to temper and 
complement the young, they must be a happy, adjusted, 
productive, and, above all else, healthy people. Herein 
lies one of the great challenges of the future, one that 
is not directed specifically at the general practitioner, 
the cardiologist, the rheumatologist, or even the geria- 
trician, but to medicine as a whole, of which we radi- 
ologists are an integral part and whose obligations we 
share. 


The silent colon 


Silent lesions of the colon are of considerable im- 
portance to the radiologist because he is frequently en- 
trusted with the grave responsibility of their prompt 
detection. It is frustrating that the very area in which 
early discovery of a lesion may give hope for optimistic 
prognosis has the highest incidence of asymptomatic 
gastrointestinal disease. The problem of early detec- 
tion becomes even more troublesome when the patient 
is a lethargic, elderly individual. There are many rea- 
sons why lesions of the large intestine often do not pro- 
duce the classical symptoms of altered bowel function, 
bleeding, and pain. Oftentimes the anatomic and physi- 
ologic characteristics of the colon permit it to function 
asymptomatically in spite of the presence of a patho- 
logic process.® 

The caliber of the colon exceeds that of other por- 
tions of the alimentary tract, diminishing in diameter 
from a roomy cecum to a relatively narrow rectosigmoid 
junction. This anatomic feature renders space-occupy- 
ing lesions much less likely to produce the telltale symp- 
toms of obstruction by occlusion of the lumen. Physi- 
ologically, the motility of the colon is sluggish in 
comparison with that of the small intestine. Swensen, 
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Hydraulics of the ileocolic region. Reprinted by permission from 
olume 31: Colonic stasis: incidence, 


Fig. |. 

Research in the Service of Medicine, 

types, therapy, published by the Medical Department of G. D. Searle & Co., 
hicago, Illinois, 1952. 


Rheinlander, and Diamond’ have observed periods of 
quiescence lasting as long as 6 hours. A relatively quiet 
organ is certainly less likely to produce subjective evi- 
dence of abnormality than an active one. 

Diseases of the right side of the large intestine are 
notoriously asymptomatic. This characteristic has been 
ascribed to the diminished mechanical irritation of a 
semiliquid stool in a large lumen. Another important 
factor in producing right-sided silent lesions is the me- 
chanics peculiar to this area. This is the only section 
of the gastrointestinal tract whose content must rise 
against the force of gravity. To accomplish this, the 
body supplements peristalsis with a hydraulic lift. The 
pressure exerted upon the fluid content of the terminal 
ileum exerts an equal force upon the contents of the 
cecum (Fig. 1). By virtue of its greater volume, the 
pressure effect within the cecum is raised in progressive 
mathematical proportions, according to Kahn.* In com- 
pliance with this fundamental law of hydraulics, an 
amazing force propels the contents upward without 
appreciable effort. Even an extensive pathologic process 
would have little influence on a transportation system 
employing such a mechanism. I believe the clinical sig- 
nificance of the hydraulics of the right colon is yet to 
be fully appreciated. 

Bowel motility is concerned with the functions of 
transportation, storage, and elimination. Other func- 
tions of the colon include absorption and secretion. Re- 
sorption of water in the right colon prepares the semi- 
liquid stool for excretion and plays a role in body water 
balance. Nutritive elements such as minerals, carbohy- 
drates, and amino acids are also absorbed to a lesser 
degree. The secretion of mucus by the goblet cells in 
the inner lining of the intestine serves to protect the 
membrane from injury and to lubricate the fecal mass. 
The functions of absorption and secretion in the lower 
bowel are of minor importance when compared to those 
in the upper intestinal tract, again predisposing the 
former to silent lesions. 
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The aged person 


The specialty of geriatrics has been established on 
the premise that the medical problems of old age are 
distinctive and warrant special attention. The radiolo- 
gist who deals with elderly individuals is obliged to 
familiarize himself with the idiosyncracies of this 
group. These exceptional considerations may be physi- 
ologic, pathologic, or social. 

The process of normal aging, senescence, is one of 
dehydration and tissue atrophy.® The biologist Berrill’® 
has described man as a fish out of water. After leaving 
the ideal saturated environment of his mother’s womb, 
man begins a lifelong struggle to maintain his watery 
internal environment. Aging is a drying out process. 
Besides dehydration, the aging organism undergoes a 
general waste of body substance. Cell by cell, tissues 
are replaced by protein material of different character. 
In the colon, both dehydration and atrophy produce a 
degeneration of the muscular wall. Structural altera- 
tions such as dilation, redundancy, and visceroptosis 
create functional disturbances that tend to mask the 
symptoms of more insidious conditions which may be 
present. 

Diagnostic clues are just as silent as the patient is 
impervious to them, and his index of suspicion is pro- 
portionate to his mental acuity. Sometime during the 
fourth decade of life the human brain commences to 
reduce in weight.® Subsequently, the abdominal and 
patellar reflexes are diminished. These are signposts 
pointing to the toll of irrepressible dehydration and de- 
generation in the nervous system. As brain fag, mental 
confusion, and fading memory increase the index of 
suspicion and symptom threshold decrease, thereby pre- 
disposing the oldster to asymptomatic organic disease. 
The physician must remain alert for those silent colonic 
lesions that conceal themselves in the fog of the pa- 
tient’s suppressed mental acuity. 

Social factors also influence the degree of suspicion 
with which the aging person may regard insignificant 
symptoms. It is certainly understandable that the indi- 
vidual who is confronted with such immediate exigen- 
cies as compulsory retirement, breaking up of the home, 
the death of friends and relatives, or dislocation into a 
strange environment may easily fail to notice a minor 
change in bowel habit, or pass, undetected, a tarry stool. 

No specter on the contemporary scene better 
exemplifies our present inadequacy in the care of the 
aged than does the so-called “rest home.” All too often 
these makeshift institutions are but dumping grounds 
for the unwanted. Supported by misery and pension 
checks, they are typified by a shocking neglect of their 
apathetic inmates; indeed, they are incubators of 
senility. Frequently little better off is the elderly parent 
whose only recourse is to live with the family of his 
offspring. Unloved, resented, regarded with ill-con- 
cealed impatience, and shunned socially, his minor 
complaints go unnoticed and uncared for. The Welfare 
Council of New York City reports that, “In seven out 
of ten cases where relatives or others asked for care 
of the aged sick, they simply asked to have the old 
person moved out of their home. No request for medi- 
cal treatment was made.’® If these problems are not 
the immediate concern of radiologists, they certainly 
are the concern of physicians and of responsible mem- 
bers of the modern community. 


Colonic lesions 


Silent lesions of the colon may be classified ac- 
cording to their pathologic characteristics as functional, 
degenerative, inflammatory, and neoplastic. 
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n Only the most common and important disorders 
will be discussed. 


. Colon stasis.—Stasis of the lower intestinal tract 
s is, according to Rehfuss,™ “the greatest single medical 
0 problem of the American public after the age of 40.” 
s As established by Kantor and Feldman," the criterion 
- for stasis is retention of the opaque oral meal longer 
than 72 hours. Barowsky™ has classified stasis accord- 
f ing to the area in which the barium residue is excessive- 
0 ly retained: (1) proximal colon stasis’ (cecum and 
g ascending segments); (2) distal colon stasis (trans- 


verse, descending, and sigmoid segments) and (3) 
y rectal pouch stasis (Fig. 2). 
. Proximal colon stasis occurs relatively infrequent- 
a ly. Barowsky suggests that the infrequency is related 
S to the fact that this is the only area where antiperistalsis 
occurs. Distal colon stasis, on the other hand, is most 
common, exceeding the incidence of the proximal type 
24 to 1. This profound discrepancy is probably due to 
the distinctive dynamics of these adjacent subdivisions. 
The proximal colon utilizes the principle of the hy- 
draulic lift, which may exert considerable propulsive 
force in spite of colonic dysfunction, whereas the distal 
; colon must convey a more solid stool by the inherent 
: peristaltic motility of the intestinal wall. Rectal stasis 
has been recognized since the early 1900’s when it was 
named dyschezia by Hurst.** Here the dilated atrophic 
rectal pouch is filled with feces, subjecting the weakened 
muscular fibers to even greater stretch, thus setting up 
a vicious cycle. In Barowsky’s series, 16 per cent dem- 
onstrated abnormal retention without sensing a desire 
for defecation. 

Roentgenologically, the diagnosis of colon stasis is 
established by means of the oral barium meal. Follow- 
ing the customary survey of the upper gastrointestinal 
tract, a series of daily abdominal survey films is made 
until the barium residue clears the colon. Retention in 
any segment for a period longer than 72 hours is con- 
sidered abnormal. Subsequent examination with a bar- 
ium enema may reveal atony, loss of haustrations, sag- 
ging, redundancy, or organic lesions not disclosed by 
the examination with a barium meal. It is regrettable 
that the technic of evaluation of colon function by oral 
meal is not more widely accepted. In geriatric practice 
it may be of unexpected value. 


Diverticulosis.—Diverticulosis is a common degen- 
erative disorder afflicting the unsuspecting elderly indi- 
vidual. In a series reported by Willard and Bockus’® 
almost three fourths of the patients were above 50 
years of age. Although there is a lack of agreement as 
to their mode of production, diverticula are commonly 
thought to result from muscular degeneration of the 
intestinal wall.17 Extrusion of the mucosa through the 
muscular layer occurs under the force of intracolic 
pressure. The discrete pouches appear most frequently 
in the areas of greatest wear and tear—particularly in 
the lower left colon. All writers agree that they are 
rare in the rectum. A high incidence has been reported 
in the chronically constipated and in the obese. 


The diagnosis of diverticulosis is established by 
x-ray examination. Feldman™ states that the condition 
is best recognized 24 to 48 hours after the ingestion of 
a barium meal. Bockus*’ disagrees and claims that the 
barium enema usually affords the only objective clinical 
evidence of diverticulosis. In geriatric practice, barium 
enema must be employed with care, especially if double 
contrast visualization is to be included in the examina- 
tion. The postevacuation film is of particular value 
when the retrograde method is used. Roentgenological- 
ly, diverticula appear as globular sacs projecting from 
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the surface of the colon. They vary in size from a small 
protrusion to a large pouch. Awareness of the presence 
of this benign condition may also serve as a safeguard 
against such future complications as diverticulitis. It 
is also extremely desirable to know if an aged patient 
has diverticulosis for these lesions are a not infrequent 
cause of undetected bleeding. 

Polypoid adenomas.—Multiple polyps are by far 
the most important benign silent tumors of the lower 
bowel. Martin’® has reported that almost three fourths 
of the polyps he has discovered by endoscopic examina- 
tion were not responsible for symptoms. In elderly 
people, polyposis of the acquired type, thought to result 
from prolonged irritation such as chronic inflammation, 
occurs with the most frequency ; in younger age groups, 
heredofamilial polyposis predominates. Like diverticula, 
polyps are seen more commonly in the areas of the 
colon most subject to mechanical wear and tear. Feld- 
man? cites a group of 400 cases in which 25 per cent 
of polyps were located in the transverse and descending 
colon and 49 per cent in the rectosigmoid area. 

The widely reported high incidence of malignant 
degeneration of polyps makes their detection highly de- 
sirable. The radiologist is obliged to serve a role com- 
plementary to that of the endoscopist in establishing the 
diagnosis. Many tumors easily seen by direct vision are | 
missed entirely by x-ray examination. Weber’ is quot- 
ed as saying that lesions smaller than 1 cm. in diameter 
will usually eludex-ray detection, even on very careful } 
study. It is generally agreed that the double contrast 


Fig. 2. Typical curves of the three basic types of colon stasis are obtained 
by plotting the periods the residue is retained in each seg t of the colon 
against the colonic sites concerned. The bar at the right of each graph rep- 
resents the total time the residue remained in the colon, Reprinted by per- 
mission from Research in the Service of Medicine, Volume 31: Colonic stasis: 
incidence, types, therapy, published by the Medical Department of G, D. 
Searle & Co., Chicago, Illinois, 1952. 
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Fig. 3. Diverticulosis of the descending colon, This benign state may give 
rise to painless bleeding or may undergo inflammatory change. 


technic is the procedure of choice. The tumors are 
depicted as sharp, rounded, space-occupying lesions that 
are not infrequently pedunculated. Buckstein*® believes 
that it is impossible to determine benignity of a polyp 
by its roentgen appearance, no matter how smooth and 
innocuous it may appear. Adequate preparation of the 
patient is imperative. Oily laxatives are to be avoided, 
since they produce a globular coating of the mucosa 
that may simulate polyps. 


Cancer.—Of all the silent lesions of the colon, 
the malignant tumor may be the most defiant, yet the 
most rewarding; defiant if, as in most instances, its 
presence is not discovered until it has progressed to an 
advanced stage; rewarding if it is detected early, thus 
affording the patient a greater likelihood of cure than 
in any other internal cancer. With modern technic, even 
the aged can withstand extensive extirpation of malig- 
nant tumors of the lower intestine. The resectability 
rate at Presbyterian Hospital rose from 50 per cent in 
1945 to 92 per cent in 1950, while the mortality rate 
decreased from 31.2 to 5.3 per cent for the same 
period.* The responsibility for delay does not always 
rest with the patient. McKittrick and Wheelock”? re- 
port that in their review of 100 latent cases, a tentative 
diagnosis of cancer of the large bowel could have been 
established in 97 per cent had a careful history and 
adequate examination been made by the physician first 
consulted. 


Cancer of the colon is a disease of advanced years. 
usually occurring during the fifth and sixth decades of 
the patient’s life. The left colon, which is the site of 
the greatest mechanical irritation, is more frequently 
involved. The distribution has been arbitrarily set as 
one half in the rectum, one fourth in the sigmoid, and 
one fourth in the remainder of the large intestine. 
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Polyps have been described as the greatest etiologic 
factor in the production of malignant tumors of the 
colon. Although the predominant site is also the area 
where diverticulosis is very common, a causal relation- 
ship between diverticulosis and cancer has not been 
established. Silent cancers occur with a high degree 
of frequency in the cecum and ascending segments 
where extensive tumefaction may produce nothing more 
than an insidious anemia. Anemia, an invaluable diag- 
nostic clue, cannot be attributed to blood loss. Rankin 
and Graham** have suggested that it is related to per- 
version of some undiscovered hemopoietic function of 
the right colon. 


X-ray examination utilizing barium enema is an 
extremely reliable procedure, the diagnostic accuracy 
exceeding 90 per cent.** Meticulous technic is em- 
ployed, utilizing changes in the patient’s position dur- 
ing the fluoroscopic screening. Multiple spot films, 
double contrast visualization, and high kilovoltage tech- 
nic are advantageous. In asymptomatic cases, the lesion 
nearly always appears as a space-occupying defect with 
the polypoid characteristics typical of adenocarcinoma. 
The more advanced annular scirrhous cuff seen in the 
left colon produces the symptoms of obstruction. Nine 
out of ten obstructions of the colon are due to carci- 
noma. Failure to demonstrate a suspicious lesion does 
not exclude the presence of malignant disease, and even 
in the most experienced hands repeated examinations 
may be required to disclose an elusive tumor. 


The radiologist should insist that digital palpation 
and sigmoidoscopic examination precede x-ray exami- 
nation in all patients suspected of harboring a malig- 
nant lesion in the lower intestine. A hasty administra- 
tion of barium may cause a disastrous delay in direct 
visualization of an obscure lesion. Technicians should 
be warned about the potential danger in the careless 
insertion of a stiff enema tube. The air used in double 
contrast study must be discreetly controlled by the 
fluoroscopist. Patients, especially elderly ones, harbor- 
ing destructive lesions of the bowel wall can suffer 
perforation during the administration of a barium 
enema. An accident has been described in which a large 
quantity of barium suddenly overcame a valve-like ob- 
struction, perforating the weakened wall beyond.*’ 


The problem of silent lesions of the colon in the 
aged is a formidable one. As specialists, we are ac- 
countable for their detection by the judicious, pain- 
staking application of our particular skills. As physi- 


Fig. 4. Polypoid adenoma of the rectal pouch. Lesions of this type are more 


accurately detected by p 
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Fig. 5. Originally a silent colon polyp, this adenoma has now undergone 
extensive malignant degeneration in a 67-year-old woman. 


cians, we also have the moral responsibility of gracious 
consideration of elderly people. We doctors, who do 
not face the specter of compulsory retirement, whose 
self-esteem and dignity are enhanced with age, who are 
in favored educational, social, and economic positions, 
may find it difficult to comprehend the predicament that 
the declining years present to others. A forbearing in- 
terview, a friendly smile, or an encouraging word from 
the radiologist, who is often so impersonal, may indeed 
shed a little of the light of human charity in the drab- 
ness of some desolate life. 


1141 North Hampton Road 


Shane-Ashman method 


of BALAN CED 
ANESTHESIA* 


EDWARD BARNETT, D.O. 
Saginaw, Michigan 


O.. OF THE MOST outstanding modern con- 
tributions to inhalation anesthesia was made in 1948 by 
Shane? of the Lutheran Hospital of Maryland, Balti- 
more. He introduced a technic for combined or bal- 
anced anesthesia which I consider superior to any other 
method I have used. This technic, now known as the 
Shane-Ashman method of balanced anesthesia,?* is 
being used both in the United States and foreign coun- 


*Presented at the annual meeting of the American Osteopathic Col- 
lege of Anesthesiology, St. Louis, Missouri, October 30, 1957. 
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of di and abnormalities 


tries, and it promises to become the universal method 
for inhalation anesthesia. 

The Shane-Ashman method of balanced anesthesia 
does not require any unusual or rare drug or compli- 
cated attachments to the anesthetic machine. In fact, 
the technic is probably the simplest and most pre- 
dictable method of inhalation anesthesia ever devised. 
A barbiturate such as Pentothal sodium (thiopental 
sodium) or Evipal (hexobarbital) is used for induction 
only, followed by the administration of a specific mix- 
ture of cyclopropane, nitrous oxide, and oxygen in a 
semiclosed system. Muscle relaxants are used if neces- 


sary. 
Technic 


Anesthesia is induced by means of a short-acting 
barbiturate such as Pentothal, Evipal, Surital, or Nera- 
val, preceded by the usual premedication of atropine or 
scopolamine and morphine or Demerol. In general, I 
prefer that premedication be held to a minimum. 
Chlorpromazine can be used in children and in the 
extremely nervous patient as outlined by Golden.* 
Shane and Ashman do not use chlorpromazine because 
they feel that it prolongs the awakening time;° they 
prefer Evipal for induction since there seems to be less 
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coughing and laryngeal spasm with this drug. Burstein® 
has reported a similar finding. 

Enough of the barbiturate is administered so that 
the eyelid reflex is abolished and the patient will tolerate 
the mask with the gases flowing. No additional bar- 
biturate is given no matter how prolonged the operation. 
Following induction, the bag of the machine is filled 
with nitrous oxide and the flowmeters of the machine 
are set as follows: 


Cyclopropane 400 cc. per minute (11.8 per cent) 
Nitrous oxide 1,000 cc. per minute (29.4 per cent) 
Oxygen 2,000 cc. per minute (58.8 per cent) 


Oddly enough, this mixture of gases will not re- 
liably and predictably produce a state of surgical anes- 
thesia if administered without the barbiturate induction. 
It will make the patient irrational, excitable, and unco- 
operative. If preceded by the barbiturate, however, it 
will render the patient in Plane 1 of the surgical stage 
within approximately 3 minutes and maintain this state 
for hour after hour without the danger of a gradually 
deepening plane and, to repeat, without the necessity for 
additional barbiturate and without fear that the patient 
may awaken in the midst of the operation. 

The gases are administered in a high flow, the 
excess of which must escape through the exhalation 
valve. This may appear to be wasteful, but in reality it 
is not. The escape of the patient’s exhalations through 
the blow-off valve into the room atmosphere accom- 
plishes two important things: It helps eliminate carbon 
dioxide ; and it also helps eliminate heat and moisture 
which, if permitted to accumulate, disturb the blood 
pressure during operation and in the immediate post- 
operative period. However, soda lime must be used in 
the system since it is a semiclosed one wherein some 
of the exhalations circle back through the machine. 
Soda lime alone is a highly inefficient means of elimi- 
nating carbon dioxide, but it works well in combination 
with the exhalation valve. 

Muscle relaxants are required for abdominal sur- 
gery since the lightness of the anesthesia precludes 
relaxation to a depth sufficient to satisfy most surgeons. 
Shane and Ashman? prefer Flaxedil (gallamine) for 
prolonged surgery and succinylcholine for intubation 
and closure of the peritoneum and for poor-risk pa- 
tients. I prefer succinylcholine, using a slow drip as 
needed. 

For children and poor-risk patients the same 
method and approach are employed except that the 
dosages of intravenous barbiturates and muscle relax- 
ants are diminished and the flow of gases is approxi- 
mately doubled. For children under 12 years of age the 
flowmeters are set to deliver gases as follows: 


Cyclopropane 700 cc. per minute 
Nitrous oxide 2,000 cc. per minute 
Oxygen 4,000 cc. per minute 


With children, especially those under 2 years of 
age, a non-rebreathing valve is employed to obviate the 
effort required to move the breath through the corru- 
gated tubes, air lift valves, and the breathing bag. Older 
children seem to tolerate the semiclosed system equally 
as well as adults. However, I recommend that all chil- 
dren under 12 years of age be intubated. Children, like 
adults, are given succinylcholine in order to facilitate 
intubation. In case it is difficult to enter a vein in a 
child, Evipal or Pentothal is administered rectally, after 
which the gases are started. 

In order that the endotracheal tube can be tolerated 
without bucking (since the anesthesia is so light), it is 
necessary to instill a topical anesthetic into the trachea 
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by means of a spray, direct instillation, or translaryn- 
geal block. 


Discussion 


There are several unusual and desirable aspects to 
this method of anesthesia : 

1. It is impossible to give an overdose with the 
Shane-Ashman method. 

2. Patients do not descend deeper than Plane I of 
the surgical stage no matter how prolonged the admin- 
istration. 

3. Postoperative awakening time is usually a mat- 
ter of minutes ; it is more rapid than that seen with any 
other method of anesthesia, regardless of the length of 
the operation and the anesthetic used. 

4. There is less variation of the pulse and blood 
pressure with this method than with any other. 

5. Postoperative hypotension due to the anesthesia 
is remarkably rare. 

6. The method is highly predictable, pleasant for 
the patient, and simple to administer; and it produces 
a minimum of postoperative nausea and vomiting. 

Dr. George J. Thomas,’ professor of anesthesiol- 
ogy at the University of Pittsburgh School of Medicine 
and an authority on inflammable anesthetic hazards, has 
tested the Shane-Ashman mixture. In a letter to Dr. 
Leon Greenwald, Department of Obstetrics, Lutheran 
Hospital of Maryland, Baltimore, he commented as 
follows : 


This mixture is highly flammable and can be ignited by an 
open flame, electric spark having 0.5 amperes and 11 volts or 
with 660 volts of electricity. However, the ignition source must 
come in contact with the anesthetic gases somewhere between 
the mixing chamber and any outlet of the breathing circuit of 
the anesthetic machine. It is also my opinion that the escaped 
vapors are flammable only within 12 inches of the face mask, 
mixing chamber or breathing bag of the machine; beyond this 
area the dilution with atmospheric air is sufficient to render the 
escaped anesthetic vapor non-flammable. 


Thomas believes this mixture is no more flammable 
than gas-oxygen-ether in a semiclosed system. It is his 
opinion that the use of flammable anesthetic mixtures 
in a semiclosed system is not hazardous provided there 
is adequate ventilation in the room where such mix- 
tures are employed. 

For obstetrical use, Greenwald and his associates* 
gave high praise to the Shane-Ashman method. This 
mixture of gases may be administered to the obstetric 
patient without Evipal or Pentothal, provided she has 
been sedated at least to a point of amnesia with an 
agent such as Demerol, or a barbiturate and scopolamine. 

According to Beecher and Todd, one out of every 
1,200 anesthetized meets death from anesthesia. In 
over 30,000 applications of the Shane-Ashman method, 
there have been no deaths reported as due specifically 
to the anesthesia.® 


Summary and conclusions 


The Shane-Ashman method of balanced anesthesia 
for adults employs a mixture of cyclopropane (11.8 per 
cent), nitrous oxide (29.4 per cent), and oxygen (58.8 
per cent) in a specific dosage. The gases are adminis- 
tered in a high flow in a semiclosed system employing 
soda lime and an exhalation valve. Prior to starting the 
gases, a small dose of barbiturate such as Evipal or 
Pentothal is administered once and is not repeated no 
matter how long the operative procedure continues. Re- 
laxants are used when required. Cautery may be per- 
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formed as ctose as 12 inches from the exhalation valve. 
The method has been used since 1948 in all types 
of surgery in children as well as adults. In children the 
dosage and method are slightly varied. Because it is 
impossible to give an overdose or deepen the anesthesia 
beyond Plane I of the surgical stage, one does not see a 
“moakey-on-a-string” type of administration with the 
patient “now light, now deep.” Because of its safety 
for the poor-risk patient, as well as its predictability, 
freedom from carbon dioxide, heat, and moisture re- 
tention, and ease of administration, wider use of the 
Shane-Ashman method is indicated and urged. 


2 Congress Court D 


North Hollywood, California 


I HE FACT THAT THE brain gives off so-called 
electrical potentials has been known since 1875, but 
practical use of this information was not made until 
1924. A German psychiatrist, Hans Berger, was first 
actually to investigate the recording of these potentials 
for use in diagnosis. Berger did not publish his work 
until 1929. His studies were not generally acknowledged 
until 1934 when E. D. Adrian, a world-famed physiolo- 
gist, confirmed them. Adrian called the basic alpha 
rhythm found in the parieto-occipital areas the “Berger 
rhythm” in honor of its discoverer. 

Work in electroencephalography was started in the 
United States in 1934 by Hallowell Davis and Herbert 
Jasper. Since that time much has been done, both ex- 
perimentally and clinically, in correlating brain wave 
abnormalities with various disorders of the central 
nervous system. The American Electroencephalographic 
Society was founded in 1946 in an effort to standardize 
the work being performed in laboratories in the United 
States. The first International Electroencephalographic 
Congress was held in London in 1947, at which time an 
International Federation of Electroencephalographic 
Societies was founded. This new specialty has grown 
most in stature during the past 10 years. The number 
of electroencephalographic laboratories has increased 
to such an extent that adequate facilities are available 
to most general practitioners, and the use of poor qual- 
ity installations in clinical practice is therefore to be 
frowned upon. 

Perhaps the major reason for the advance of elec- 
troencephalography is improvement in the electronic 
apparatus developed during the last war, and a major 
debt of gratitude is due the electronic engineers. The 
technical perfection attained can result in the recording 
of brain waves with an accuracy compatible with diag- 
nosis of myriad brain and central nervous system dis- 
orders. 


*Presented at the annual meeting of the New York State Osteopathic 
Society, New York City, October 12, 1957. 
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Introduction 


The purpose of this report is to acquaint the gen- 
eral practitioner with the basic principles and uses of 
electroencephalography. I shall not go into the subject 
of direct electroencephalography, or electrocorticogra- 
phy as it is called. Suffice it to say that it is very 
important, not only in clinical research but also in neu- 
rosurgery for delineation of epileptogenic foci prior to 
their surgical excision. 

Electroencephalography is rapidly becoming a 
standard part of a routine survey in disorders of the 
central nervous system and brain. It is not difficult to 
believe that within the next decade use of the electro- 
encephalograph will be almost as widespread as use of 
the electrocardiograph. At present it can offer almost 
as much information in the diagnosis of brain disorders 
as the electrocardiograph offers in diagnosis of cardiac 
disorders. One of the factors that has impeded the wide 
use of electroencephalography has been the employment 
of rather inefficient methods, resulting mainly from the 
use of poor apparatus. It is almost mandatory that at 
least a 4-channel electroencephalographic recording be 
made, since fewer than four channels are not usually 
considered adequate for localization of malfunctioning 
areas. Also, older machines do not offer the advantage 
of great amplification possibilities as do the newer 
apparatus. Before a good interpretation of the EEG 
can be made, one must have a good recording; this fact 
cannot be overstressed. 

Another factor in the slow progress of the use of 
the EEG in clinical studies has been interpretation of 
the EEG by nonmedical personnel. Proper interpreta- 
tion must be made by one who can correlate the brain 
wave abnormalities with the medical disorder. This re- 
quires medical training and total familiarity with both 
normal and abnormal neurophysiologic processes. The 
EEG often reflects other pathologic conditions in the 
body besides those of the central nervous system, and 
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the interpreter should have a knowledge of the other 
possible phenomena. 

In addition, certain of the activation procedures 
may be performed only by a licensed physician and sur- 
geon, since they involve the use of drugs and other 
stimulatory procedures. Many borderline cases of epi- 
lepsy and certain other pathologic conditions of the cen- 
tral nervous system can be diagnosed when symptoms 
or electrographic signs are elicited by activation tech- 
nics. These activation methods should be standard pro- 
cedure in all laboratories where they are needed, and 
this need is widespread, since many of the subjects for 
electroencephalographic studies are borderline cases, 
and a definitive analysis rather than a speculative assay 
should be made. The electroencephalograph with activa- 
tion technics confirms the diagnosis of clinical epilepsy 
in the recording of 80 to 95 per cent of all known epi- 
leptics.»? Use of the electroencephalogram has a good 
chance of success in localizing intracranial tumors, and 
its use with all other available means for neurologic 
examination is successful in diagnosis of 95 per cent of 
closed head injuries and penetrating wounds of the 
brain. The localization observed with air studies is 
considered to be even higher, but the electroencephalo- 
graphic procedure is considerably less troublesome, less 
traumatic, and less expensive. As with most laboratory 
tests, findings from electroencephalography should be 
correlated with those from other methods of study such 
as roentgenologic procedures. Later in this report I 
shall list various diseases, functional and psychologic 
abnormalities, and traumatic conditions in which the 
EEG is of exceptional value. 


Principles of electroencephalography 


The exact nature of the generation of electrical po- 
tentials in the brain is still not known. There are many 
theories on this matter. The generation of these poten- 
tials is most probably related to the intrinsic property 
of the living nerve cell to produce electric fields during 
the process of metabolic activity. Electroencephalo- 
graphic potentials seem to be primarily voltages arising 
from metabolic processes that are influenced by enzy- 
matic function (for example, intracellular oxidation- 
reduction processes), afferent action potentials, and 
numerous other processes. Many neurophysiologists 
feel that the potential variations constituting the EEG 
are primarily a process of electric polarization and de- 
polarization of the neurons. Certainly the rhythmic na- 
ture of the output has led many to believe in the exist- 
ence of a pacemaker mechanism such as that noted in 
cardiac physiology. It has been postulated that this 
pacemaker lies in the brain stem region of the dien- 
cephalon. 

The EEG is obtained by recording from at least 
two points on the scalp and therefore measuring the 
potential difference between the two underlying areas 
of brain. The resting scalp does not produce an electric 
potential of great enough magnitude to affect the re- 
cording of brain waves. The fundamentals of nerve 
conduction should be considered here also, although I 
shall not reiterate these principles. Suffice it to say that 
one of the major beliefs is that the single wave of the 
EEG represents a synchronous discharge of a neuron 
pool in the gray matter located beneath the recording 
electrode, and that it is affected by all afferent and ef- 
ferent nerve connections of this pool. 

There are five or six categories of brain wave fre- 
quencies. When the interpreter studies the graph, he is 
interested primarily in the variations in frequency and 
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amplitude that occur between different areas of brain 
and vary from normal brain output. 

The frequencies are classed according to the num- 
ber of waves per second and are often named by Greek 
letters. 

Delta band consists of waves from 0.5 cycles per 
second to 3 cycles per second. 

Theta band consists of waves from 4 through 7 
cycles per second. 

Alpha band consists of waves from 8 through 13 
cycles per second and represents the so-called basic 
frequency of the normal brain. 

Beta wave band usually consists of high frequency 
waves varying from 18 through 30 cycles per second. 

The intermediate fast band, with waves from 13 
to 17 per second, has not yet been labeled definitively. 

Gamma waves are above the frequency of 30 per 
second and are usually of muscular origin. 

In our laboratories we measure and record the 
length of the various waves in milliseconds instead of 
noting only the cycles per second of the wave or waves. 
This allows a more scientific classification and a better 
description of isolated waves. 

The alpha waves are characteristically recorded 
over the parieto-occipital areas bilaterally and are elicit- 
ed primarily by having the patient close his eyes and 
avoid trying to solve any mental problems or under- 
taking any detailed mental processes during the record- 
ing. When the eyes are opened, the alpha wave disap- 
pears in most individuals and is replaced by waves of 
higher frequency. The presence of waves below the 
frequency of 8 per second is very often related to 
pathologic phenomena; however, there may be in- 
stances when a theta frequency is normal. Frequencies 
below 4 to 5 cycles per second are definitely pathologic 
except during sleep and in infants. Frequencies above 
13 cycles per second are often noted in normal tracings 
of the frontal areas. An electroencephalogram showing 
higher frequencies can often be correlated with a neuro- 
psychiatric disorder, such as an anxiety neurosis. In- 
creased psychic tension at the time of the recording can 
also lead to a generalized output of higher frequencies. 

The maturation of the brain waves from the new- 
born period to adulthood is noted by the inherent char- 
acteristic of an increasing frequency with increasing 

age until the adult alpha rhythm is reached. The new- 
born infant shows widespread delta patterns throughout. 
With the passage of time, theta rhythms gradually come 
into predominance, and by the time the child reaches 
the age of 7 or 8 the basic alpha pattern breaks through. 
Often it is not until the age of 13 or 14 is reached, or 
perhaps even later or never, that the basic alpha rhythm 
is noted in its characteristic degree over the brain. The 
emergence of the alpha frequency is not specifically 
related to any age but usually occurs from the seventh 
or eighth year to the thirteenth or fourteenth year. 


The average amplitude of the alpha wave and 
therefore of the normal brain wave is from 20 to 50 
microvolts. Increase of amplitude over 100 microvolts 
is usually associated with abnormalities except in the 
graphs of youngsters or during sleep. During sleep the 
amplitude increases and the frequency decreases. 


Many factors affect the final record of brain 
waves: blood sugar levels, blood carbon dioxide levels, 
degree of consciousness, and a multiplicity of other fine 
and gross factors. Approximately 85 per cent of nor- 
mal individuals, judged by accepted medical standards, 
show a normal electroencephalogram. The remaining 15 
per cent have abnormal records even though they ex- 
hibit no abnormalities on physical or neurologic exami- 


Journat A.O.A. 


nation or psychiatric interrogation. The presence of 
abnormal brain wave patterns is definitely related to a 
hereditary diathesis in many or all cases, and heredity 
has much to do with any brain wave patterns. In fact 
hereditary transfer of electrographic properties of the 
central nervous system is probably determined by rec- 
ognized genetic principles and controlled by specific 
chromosomes. One electroencephalographer has gone 
so far as to say that an individual’s EEG is as specific 
and identifying as his fingerprints. 


Technic of recording 


The most popular electroencephalographic equip- 
ment in use today is the eight-channel machine, which 
allows for best localization and accuracy in recording. 
The machine consists of banks of preamplifiers and 
amplifiers which magnify or amplify the brain poten- 
tials approximately 200 million times. These amplified 
signals are fed to a recording apparatus with galvanom- 
eters connected to ink writing pens that impress their 
message on a moving roll of paper propelled at a fixed 
rate of speed. This complicated apparatus is so con- 
structed that all eight channels may record at the same 
time without cross interference. The recording of an 
electroencephalogram usually does not subject the pa- 
tient to any more discomfort than does the recording 
of a standard electrocardiogram. The excellent self- 
enclosed shielding available today does away with the 
absolute necessity for the “Faraday cage” or external 
shielding in the room. 


Activation procedures 


Most electroencephalographers consider it essential 
that activation be used to elicit abnormal phenomena in 
borderline cases or in cases with obscure findings. The 
term “activation” refers to the use of stimulation to 
produce abnormal brain wave patterns, thus facilitating 
discovery of a pathologic condition. Some cf the tech- 
nics used are: hyperventilation, photic stimulation, 
sleep, chemical stimulation (most commonly produced 
by the intravenous injection of Metrazol), and a com- 
bination of photic and Metrazol stimulation. Proper 
use of the stimulatory technics increases the accuracy 
of electrographic diagnosis by as much as 3 to 20 per 
cent.? 

Sleep, spontaneous or induced by certain somnif- 
erous drugs, often brings out an abnormality not noted 
during the waking state. Photic stimulation is produced 
by an intermittently flashing stroboscopic light. Metra- 
zol, the well-known analeptic drug, can produce seizures 
in borderline epileptics when injected in even small 
quantities. The combination of Metrazol and the stro- 
boscopic flash, therefore, increases the chance of con- 
firming a clinical diagnosis of epilepsy. 

Overbreathing, or hyperventilation, is one of the 
oldest known methods of activation. The patient over- 
breathes for a period of 3 or 4 minutes or longer, pro- 
ducing a change in the carbon dioxide concentration of 
the blood and thereby lowering the threshold for elicita- 
tion of pathologic phenomena. The respiratory rate 
usually employed is twenty-five inhalations per minute. 


Clinical uses 


Uses of the EEG as an aid in clinical diagnosis or 
as a confirmatory procedure are manifold.** It is gen- 
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erally believed that a diagnosis of epilepsy cannot be 
made today without confirmatory electroencephalo- 
graphic evidence.* 

In one of my own cases® the EEG first alerted me 
to the possibility of a subdural hematoma in a patient 
diagnosed over 10 years earlier as having petit mal epi- 
lepsy. Characteristic EEG patterns are noted in grand 
mal epilepsy, petit mal epilepsy, psychomotor seizures 
and epileptic equivalents. A history of “fits,” loss of con- 
sciousness on one or many occasions, or automatisms, 
demands electroencephalographic study if the physician 
is not to be negligent and if his aim is a thorough in- 
vestigation. As a research tool in the study of convul- 
sive disorders the EEG is unparalleled. Since the ad- 
vent of this electrographic method, many old concepts 
of epilepsy have been revised and many new concepts 
formulated. One change has been the relabeling, by 
many electroencephalographers and neurologists, of so- 
called idiopathic or cryptogenic epilepsy as centrenceph- 
alic epilepsy. This change is based on the electrophysi- 
ologic focus of the epileptic discharge noted on the 
electroencephalogram. 


Use of the EEG is indicated in all cases of head 
injury, whether recent or old, that produce symptoms. 
Serial EEG’s give the physician an excellent method of 
following true recovery from recent head trauma; no 
other method is as feasible and practical for this pur- 
pose. A method of determining prognosis and the ex- 
tent of damage in head injuries is therefore offered to 
the practitioner. The EEG is also excellent for differ- 
entiation of barbiturate intoxication from brain trauma. 


Brain tumors and other space-occupying lesions 
cause the greatest number of abnormal tracings when 
compared with tracings of a control group. There defi- 
nitely is a maximum correlation between structural le- 
sions of the brain and abnormal brain cell physiology as 
measured by the EEG. Subcortical or deep lesions and 
space-occupying lesions of the posterior fossa are diffi- 
cult to diagnose electroencephalographically, but good 
correlation of the EEG with an adequate history and 
physical examination offers a vital aid in such diag- 
noses. A high rate of correlation exists between menin- 
giomas and the focalized abnormal EEG, and the closer 
the lesion is to the surface of the brain the greater the 
possibilities of its localization by electrographic study." 


Cerebral vascular lesions such as hemorrhages, 
emboli, thromboses, aneurysms, and areas of arterio- 
sclerosis with or without foci of degeneration cause 
changes in the electric output of the brain. Cerebro- 
vascular accidents, especially during the first few days 
to weeks after occurrence, have a high rate of corre- 
lation with EEG changes. 


Using the EEG to detect and localize subdural 
hematomas is now standard practice. Correlating elec- 
troencephalographic findings with a history of skull 
trauma and an elevated cerebrospinal fluid pressure 
allows one to obtain much more information and to 
make a more certain diagnosis than does using the 
roentgenogram alone as a diagnostic aid. In fact, in 
these cases the EEG is the better as a diagnostic tool. 
Serial EEG findings are of great importance also as a 
prognostic aid in following recovery or relapse from a 
subarachnoid hemorrhage. 


Electroencephalographic study of the patient with 
behavior disorders and psychogenic abnormalities is 
general in modern psychiatry since the brain wave pat- 
tern often offers a clue in diagnosis or extent of mal- 
function.’ It is interesting to note that electroconvul- 
sive therapy often produces a reversion of abnormal 
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EEG patterns to normal. A small percentage of be- 
havior disorders are related to subclinical epilepsies 
that do not manifest the recognized syndrome of the 
convulsive disorder. These cases can be detected only 
by a high index of diagnostic suspicion, or an abnormal 
EEG, or both. Treatment with small doses of anti- 
convulsant medications often produces dramatic be- 
havioral changes, as in the following case. 

A 16-year-old white girl underwent a routine elec- 
troencephalographic study after the car she was driving 
ran into another vehicle. The young lady had had two 
other such experiences in the past year. Her EEG re- 
vealed changes in amplitude and patterns that often cor- 
relate with behavioral disorders. Although rarely seen in 
a very clear-cut form, I noted it in this particular case. 
The attending physician related the foregoing history 
and further questioned the patient on the basis of my 
observation. She stated that each time she had had an 
accident she had felt a “funny feeling in her head” and 
the next moment had struck an object or vehicle almost 
on purpose. She did not lose awareness nor did she 
experience any abnormal motor activity. She realized 
fully what she was doing but she did not know why she 
did it. She also stated that she had experienced many 
episodes of impulsive irrational behavior, not only 
while driving but also at other times, that these episodes 
were becoming more frequent, and that she had been 
dismissed from school because of them. The attending 
physician, at my request, placed her on a regimen of 
mild anticonvulsive medication. The patient and her 
parents subsequently noted a diminution in the number 
of episodes of abnormal behavior. No specific con- 
clusions can be drawn concerning the relationship 
among electric output of the brain, behavior, and medi- 
cation in this case, but it offers very interesting ma- 
terial for speculation. 


The psychiatrist finds the electroencephalograph an 
excellent instrument for differentiating so-called func- 
tional brain disorders from organic ones. Although he 
is primarily interested in functional disorder, organic 
disorder often can be helped or cured by certain specific 
modalities such as medication or surgical operation. 
Screening with the EEG is simple, painless, and inex- 
pensive, yet it offers much information. To the psychi- 
atrist and psychologist we owe much for the develop- 
ment of many of the concepts and studies in electro- 
encephalography ; Hans Berger himself was a psychi- 
atrist. But the psychiatrist has not gained as much 
from electroencephalography as have other of his medi- 
cal colleagues, since correlation of the EEG with men- 
tal disorders is only beginning. 


The electroencephalograph offers a new method 
of studying the encephalitides and encephalopathies, 
though findings are not as specific in these as in the 
brain disorders already mentioned. The encephalitides 
caused by bacterial, viral, rickettsial, and spirochetal 
agents and the encephalopathies secondary to such so- 
matic disorders as hepatic diseases, pneumonia, renal 
disorders, and other chronic systemic diseases cause no 
specific electroencephalographic changes and most often 
cause generalized rather than focalized abnormalities. 


The EEG is also a diagnostic aid in headaches, 
amnesia, vertigo, visual disturbances, narcolepsy, and 
alcoholism. In migraine, considered as a unilateral 
paroxysmal headache preceded by a variable interval 
of scintillating scotomata, associated with gastric dis- 
turbances during the headache phase, and with a familial 
history of like headaches, there is evidence of nonspe- 
cific abnormal electrographic changes. These abnormal 
tracings have a dysrhythmic quality different from that 
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evidenced by epilepsy or the vascular disorders. Many 
patients whose tracings show evidence of slow activity 
respond with lessening of symptoms when treated with 
Dilantin sodium. This fact may be of interest to the 
general practitioner who has a problem of “resistant” 
migraine in his practice. 

The value of the EEG is recognized today by most 
industrial accident commissions and insurance com- 
panies, and allowances from $25.00 to $50.00 are made 
for electroencephalographic study. Such study may 
soon become mandatory in all industrial cases of head 
trauma with symptoms. 


Summary and conclusions 


Of what value is the EEG to the general practi- 
tioner? When has it little or no value? 

The EEG is of greatest proved value in confirming 
the diagnosis of an intracranial space-occupying lesion 
such as a brain tumor; of an epileptic or convulsive 
disorder such as grand mal, petit mal, psychomotor 
epilepsy, and post-traumatic epilepsy; and of intra- 
cranial vascular lesions such as occur in a cerebrovas- 
cular accident. It is of inestimable value in diagnosis 
and localization of subdural hematomas and as a diag- 
nostic and prognostic procedure in accident cases with 
cranial trauma. As a purely prognostic aid it is un- 
equalled. The only objective means of confirming a 
diagnosis of cerebral or brain stem concussion is the 
EEG. In the court room the EEG alone may save 
the physician from the trying and often embarrassing 
task of confirming his diagnosis of cerebral concussion. 

The EEG is valuable in diagnosis of the other 
central nervous system disorders already mentioned, 
although perhaps not as valuable as in the five fore- 
going categories. 

The importance of the serial EEG must be kept in 
mind. Since pathologic states are not fixed or station- 
ary, one EEG reports only the pathologic state existing 
at the moment of recording. For more valuable infor- 
mation and for a more accurate electrographic diag- 
nosis the serial study is almost mandatory. Certainly 
one would not rely on a single electrocardiogram for 
detection or diagnosis of an acute myocardial infarction, 
nor on one EEG for detection and diagnosis of a 
brain disorder. Comparing the single EEG with mul- 
tiple or serial tracings is like comparing a single photo- 
graph with a motion picture. 

Finally, what may one not expect from the EEG? 
It cannot be expected to diagnose a brain tumor that 
is not large enough to cause a derangement in the nor- 
mal brain tissue surrounding it, that has not as yet 
caused noticeable symptoms, or that is poorly localized, 
such as a tumor of the posterior fossa. 

An abnormal EEG should not be expected in cases 
of cerebrovascular accidents older than 72 to 96 hours, 
if symptoms are no longer evident, or in such accidents 
more than 1 to 2 months after their occurrence. Sub- 
dural hematomas in their very early, nonorganized 
phases are often difficult to detect. During the first 
few hours after their formation, before any consolida- 
tion has taken place and while they are very fluid, 
brain waves may be transmitted through them undimin- 
ished in amplitude. 

A single EEG within normal limits cannot be re- 
lied on to rule out a convulsive disorder. Follow-up 
tracings with activation methods and under varying 
stresses are mandatory. All medication should be with- 
held at least 48 to 72 hours before the recording is 
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made if an accurate electrographic study is to be ex- 
pected. 
In obscure disorders such as multiple sclerosis, the 
EEG must be run serially. Because of the disordered 
physiology of the disease, the brain tissue may function 
normally at one time and abnormally at another. If 
the EEG is made during the time of normal function, 
it will be within normal limits. Consideration of the 
pathologic physiology of the disease will help in under- 
standing the possibilities of EEG detection. 

Finally, the EEG does not replace I.Q. examina- 
tion in measuring intelligence or potential learning 
ability. There is no correlation between the EEG and 
intelligence ; a genius and a moron may have the same 
electrographic output. 

The EEG is not a replacement for an adequate 
history and physical examination. However, if used 
properly, it is a tremendous aid to the general practi- 
tioner in diagnosis of disorders of the central nervous 
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oTITIs HAS long been a baffling 
enigma to the specialist as well as to the general practi- 
tioner. In addition, it is a disease that is subject to as 
much self-treatment and as many home remedies as is 
the common cold. Dozens of homespun ear drops have 
been devised by enterprising patients, and a large assort- 
ment of proprietaries is available over the counter to 
everyone. The chronic recurrence of this stubborn con- 
dition is an excellent testimonial to the ineffectiveness 
of such disorganized treatment. 

My discussion will be confined to the presentation 
of a new concept and approach to a frequently encoun- 
tered syndrome: recurrent bacterial furunculosis and 
cellulitis of the ear canal. This is a troublesome and 
distressing involvement characterized by a long history 
of repeated attacks of severe pain and discomfort with 
intervals of slight to intense itching. Invariably there 
is an incident of digging the ears with a bobby pin, 
toothpick, matchstick, or the like, or swimming, sham- 
pooing, or excessive perspiration, any one of which 
may initiate the episode of furunculosis or cellulitis. 
The number of cases rises sharply in the summertime 
or in a warm, humid climate.* 

The reason for the recurrent acute episodes as well 


*Presented at the annual meeting of the Osteopathic College of Oph- 
thalmology and Otorhinolaryngology, September 24, 1957, at Dallas, 
Texas. 
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as the long-drawn-out history of these cases is found 
in a study of the basic pathologic condition encountered 
in every patient. Normally the ceruminous and seba- 
ceous secretions of the external canal are slightly acid 
and of high lipid content.2 Thus the skin is protected 
by an acid mantle® and is kept soft and viable. 

After the first episode of inflammation, a change 
takes place in the glands and epithelium because of the 
residual fibrosis that always follows inflammation in 
any tissue.* This fibrosis will increase (on subsequent 
attacks or after even one severe attack) to the point of 
glandular atrophy and diminished or absent secretions. 

The external canal becomes dry, scaly, and de- 
vitalized. The loss of the protective acid mantle re- 
moves a definitive barrier to infection. A pathologic 
state will develop on which can be based an increased 
understanding of and more rational approach to recur- 
rent external otitis. The dryness and scaling lead to a 
pruritic stage that induces the digging and scratching 
so prone to result in secondary infection.> In addition, 
such a devitalized epithelium loses almost all resistance 
to infection when exposed to moisture. This accounts 
for the increased incidence in warm, humid climates 
and on the inadvertent entrance of water into the ear. 
At this stage the typical picture is one of moist cellular 
debris in the canal with variable degrees of epithelial 
redness and inflammation under the thick purulent- 
looking secretions. There is little or no pain, but again 
there is little resistance to secondary infection. 

The next step in the cycle is characterized by bac- 
terial invasion and circumscribed or diffuse cellulitis. 
Aside from severe pain and discomfort, there is danger 
that the infection will spread through the incisura 
Santorini into the cheek and parotid gland. I have seen 
three such patients in a 2-year period. Most of these 
acute infections, however, will clear up readily with 
proper treatment, with return of the external canal to 
the dry, atrophic state previously described. 

Branca* very adequately describes this pathologic 
cycle. With this cycle as a basis, the rationale of treat- 
ment has become more specific and effective by includ- 
ing the atrophic and pruritic states. The recurrent in- 
fections, once so discouraging, can now be regarded as 
only one phase of a syndrome. 
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Therapy 


Treatment, then, is threefold: an attempt to restore 
the acid mantle, to prevent itching, and to combat infec- 
tions when they do occur. Little can be done to restore 
the atrophic glands to normal, although the prevention 
of additional inflammatory damage will halt further de- 
generation, and occasionally some glandular function 
will return. 

The acute infectious episode is the most frequent 
reason the patient seeks medical care. We are primarily 
concerned with the causative bacteria and its antibiotic 
sensitivity. Granted, it is most efficient to run cultures 
and sensitivity tests on all such patients, but not all 
practitioners have either the time or facilities for such 
procedures. 

Fortunately, enough work has been done by lab- 
oratory and clinical researchers that general rules can 
be laid down for the average case. Such workers as 
Hays and Hall,* Haley,’ and Leshin® have demonstrated 
that the vast majority of cases of external otitis are due 
to pseudomonas bacilli. Next in order they rank 
Staphlococcus aureus and proteus bacilli. 

All of these organisms are known for their resist- 
ance to penicillin, requiring the use of the broad spec- 
trum antibiotics. Chief among this group seems to be 
chloramphenicol, with polymixin B, bacitracin, and neo- 
mycin used singly or in combination. A small wick is 
inserted in the canal and kept moist with liquid suspen- 
sions of these antibiotics. If there is a systemic febrile 
reaction, I favor the use of an oral oleandomycin- 
tetracycline combination. 

Neither single nor multiple furuncles are incised 
early. A slight nick may be made in the whitish head 
of an area of pointing, but for the most part spontane- 
ous resolution or rupture takes place. In resistant cases, 
x-ray therapy is an invaluable adjunct and should be 
administered within 48 hours if improvement is not 
satisfactory with the antibiotic treatment. Occasionally 
a severe, resistant, diffuse cellulitis responds only to 
multiple linear incisions under general anesthesia, x-ray 
therapy, and packs of proteolytic enzyme. 

After the acute suppurative invasion has been con- 
trolled, a course of acid lipoid substance may be em- 
ployed to relieve the dryness and provide an artificial 
acid mantle. In this connection it is of interest to note 
that investigation of the chemical nature of cerumen is 
being advanced, with the hope of synthesizing a suc- 
cessful substitute for use in these conditions.® 

Boric acid in lanolin or petrolatum has given good 
results in some instances.**¥° The pH of the skin be- 
comes most adverse to bacterial growth, and the epi- 
thelium is provided with some measure of lubrication. 
As a rule, 10 per cent boric acid ointment is applied two 
or three times weekly and before and after swimming 
or shampooing.* Acetic acid has also found favor with 
some authorities.” 

In the pruritic stage, corticosteroids are effective, 
particularly when combined with antibiotics to prevent 
bacterial invasion. Several patients of mine have been 
kept entirely free of acute flare-ups during the summer 
months by the use of such a preparation, despite a 
lengthy history of recurrence each summer. Much con- 
jecture is possible on the role that corticosteroids might 
play in seborrhea and psoriasis of the external canal, in 
view of the prevalence of acute external otitis associated 
with these diseases. 

Rather frequently in an otologist’s practice, a case 
of external otitis is referred because of failure of the 
foregoing treatment or repeated recurrences even with 
adequate therapy. These cases are almost invariably an 
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eczematoid allergic reaction to the exotoxin of a coagu- 
lase-positive hemolytic Staphylococcus aureus.’ The 
ears usually show loose, serous crusts overlying a raw, 
hyperemic, oozing surface. The concha, auricle, and 
retroauricular folds are frequently involved, and the 
area of crusting has a tendency to spread in much the 
same manner as impetigo. In these cases bacterial de- 
sensitization by autogenous vaccine is successfully com- 
bined with topical corticosteroids and antibiotics. 

An infrequent complication of almost any form of 
external otitis is the development of neurodermatitis. 
Some patients with an unstable emotional background 
or psychologically disturbing environmental factors will 
develop this distressing cutaneous involvement. An 
oozing, crusted, inflammatory eruption spreads rapidly 
outward from the external canal to involve the entire 
ear and adjacent regions. In one patient in my expe- 
rience the condition was halted only after one entire 
side of the face, neck, and upper chest had become in- 
volved. In these patients the topical therapy must be 
combined with the use of tranquilizers and sedatives. 

Occasionally encountered is a true, noninfectious, 
moist eczema that may remarkably resemble neuroder- 
matitis. However, fissuring and blood-stained crusts 
are most predominant in the true eczema, and the rate 
of spread is not as rapid. The response to weekly appli- 
cations of strong silver nitrate (25 to 50 per cent) has 
been gratifying in my experience, but it is also neces- 
sary to employ cortisone-antibiotic ointments. 


Summary 


A new concept in the approach to some of the 
more common forms of external otitis has been present- 
ed. This concept, first advanced by Branca, is based on 
treatment of glandular atrophy resulting in “a cycle of 
external otitis.” 

The threefold therapeutic approach that has de- 
veloped from this concept coincides with my own expe- 
rience and is recommended for clinical use. 

A brief discussion of a peculiar allergy to bacterial 
exotoxin resulting in eczematoid involvement is pre- 
sented as a possible explanation of some of the occa- 
sional failures of the adequate therapy outlined. 

A differentiation between neurodermatitis compli- 
cating external otitis and true, moist eczema has been 
offered for its medical interest and value in therapeutic 


management. 
724 Sixth Ave. 


References 


1. Palmer, F. J.: 
69 :430-431, Aug. 1934. 

2. Fabricant, N. D., and Perlstein, M. A.: The pH of cutaneous 
surface of external auditory canal; study of 27 infants, 44 children and 
60 adults. Arch. Otolaryng. 49:201-209, Feb. 1949. 

3. Branca, H. E.: External otitis: method of therapy and prophy- 
laxis. A.M.A. Arch. Otolaryng. 63:459-465, May 1956. 

4. Boyd, W.: Textbook of pathology. Ed. 6. Lea & Febiger, Phila- 
delphia, 1954. 

5. Sophian, L. H., and Senturia, B. H.: Anatomy and histology of 
external ear in relation to histogenesis of external otitis. Laryngoscepe 
64:772-784, Sept. 1954. 

6. Hays, M. B., and Hall, C. F.: Newer concept of management of 
otogenic infection. Arch. Otolaryng. 47:289-302, March 1948. 

7. Haley, L. D.: Etiology of otomycosis; bacterial flora of ear. 
Arch. Otolaryng. 52:208-213, Aug. 1950. 

8. Leshin, N.: Correlation of clinical otitis externa with mycobac- 
teriologic studies. A.M.A. Arch. Otolaryng. 58:716-725, Dec. 1953. 

9. Senturia, B. H., et al.: Review of some recent studies concerned 


Hot weather ear—clinical entity. Indian M. Gaz. 


with external ear. Ann. Otol. Rhin. & Laryng. 64:567-579, June 1955. 
10. Vaheri, E., and Savolainen, T.: Bacteriological examinations and 
determinations of bacterial resistance in external otitis. Acta oto-laryng. 
(supp. 100) pp. 14-19, 1952. 
11. Ochs, I. L.: Treatment of external otitis: simple and effective 
technic. J. Am. M. A. 142:1361-1362, April 29, 1950. 


Journat A.O.A. 


agu- 
The 
raw, 


HARRY I. RIEGEL, JR., D.O. 


Assistant Clinical Professor of Medicine 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


l HE DISCOVERY OF the L.E. cell phenomenon 
by Hargraves,’ and its subsequent development into a 
simple diagnostic test? not only have facilitated the diag- 
nosis of disseminated lupus erythematosus, but have led 
to a broader concept of what constitutes this disease. 
Disseminated lupus erythematosus may be considered 
as a generalized connective tissue disorder, of unknown 
etiology, which may affect any or all organ systems.® 
Histologically, fibrinoid degeneration of collagen con- 
stitutes the fundamental lesion.* 

The “typical” clinical picture was formerly consid- 
ered to be the rather sudden appearance in a young fe- 
male of a butterfly rash of the nose and cheeks, fever, 
myalgia, arthralgia, prostration, tachycardia, pleural or 
pericardial friction rub, anemia, leukopenia, and albu- 
minuria.® However, this picture is not commonly seen. 
More and more varied manifestations of disseminated 
lupus erythematosus are being recognized, and it has 
become apparent that there is no “typical” pattern for 
this illness.® 

During the past 3 years at the Los Angeles County 
Osteopathic Hospital 9 new cases of disseminated lupus 
erythematosus have been recognized and studied. An 
attempt will be made to compare these cases with other 
cases reported in the literature. 


Clinical manifestations 


Disseminated lupus erythematosus is found most 
commonly in females, the usual proportion being 80 to 
90 per cent. All of our cases were in females. 

The racial distribution of cases reported largely 
parallels the general racial distribution of patients in 
the reporting hospital. Six of our patients were white 
and three were negro. 

The age of onset is most frequently in the second, 
third, and fourth decades. In our patients the age of 
onset ranged from 18 to 46 years and averaged 32 
years. 

Constitutional symptoms commonly present include 
fever and chills without bacteremia, weight loss, ma- 
laise, myalgia, and emaciation.* All 9 of our patients 
had fever and weight loss. In 2 cases fever was an 
initial manifestation of the disease. 

Dermatologic manifestations, formerly considered 
the hallmark of this disease, may be absent throughout 


*Presented at the annual meeting of the American College of Osteo- 
pathic Internists, Coronado, California, October 26-28, 1957. 
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Disseminated LUP US erythematosus 


Clinical manifestations and review of nine cases* 


the entire course of the disease, or may be atypical.* 
The classic skin lesions are erythematous plaques in- 
volving the malar regions and the bridge of the nose— 
the “butterfly” rash.’ However, other parts of the body 
may be involved, or other types of rash may appear. 
With remission the erythema usually clears without 
scarring, but hyperpigmentation or depigmentation may 
occur.® Photosensitivity, Raynaud’s phenomenon, sub- 
cutaneous nodules, purpura, mucous membrane ulcera- 
tion, and alopecia have been reported.? The exact rela- 
tionship of chronic discoid lupus to disseminated lupus 
erythematosus is still debated. One of our patients had 
what was considered to be chronic discoid lupus for 10 
years before other symptoms developed. Two other 
patients had a transitory butterfly rash; in 1 patient it 
was an initial manifestation of the disease. Four pa- 
tients had no skin changes at any time. 

Musculoskeletal involvement is extremely common, 
joint pain being one of the most commonly encountered 
manifestations of disseminated lupus erythematosus.* 
Gross evidence of an inflammatory process may or may 
not be present. Typically, the patient’s symptoms seem 
out of proportion to the observed alterations in the 
joints. Joints of the extremities are most frequently in- 
volved, especially of the hands. Deformity is rarely 
marked despite years of joint disturbance. Roentgeno- 
grams may reveal soft tissue atrophy or minimal osteo- 
porosis.® In our cases joint pain failed to occur in only 
1 patient, and was an initial manifestation in 3 cases. 
Minimal deformity was present in 3 cases. 

Respiratory involvement is also frequently seen. A 
common pulmonary manifestation is a nonspecific pneu- 
monia, either lobar or patchy, and of a recurrent and 
migratory nature.” Pleurisy with or without effusion 
or pulmonary edema may develop. The patient may 
complain of cough, dyspnea, or pleuritic chest pain. A 
dull chronic chest pain unrelated to respiration may be 
present.’ Chest x-ray may show a focal patch of in- 
filtration or linear plaques, fibrous pleural thickening, 
pleural effusion (usually minimal), or elevation and 
tenting of the diaphragm.® Of our 9 cases, 5 had evi- 
dence of pneumonia, and 6 had evidence of pleural in- 
volvement. In 1 chest pain was an initial symptom of 
disseminated lupus erythematosus. 

Cardiac manifestations include pericarditis, myo- 
carditis, and nonbacterial verrucous endocarditis.™ 
Heart murmurs and gallop rhythm are common, but 
their significance is often difficult to assess in the pres- 
ence of fever and anemia. Libman-Sacks’ disease (ver- 
rucous endocarditis) occurs in some cases, involving the 
tricuspid or mitral valves, and producing a soft apical 
systolic murmur but little change in cardiac dynamics.” 
Myocarditis can result in congestive failure or conduc- 
tion disturbances. Pericardial involvement may result 
in merely a friction rub, or a massive effusion. Serial 
chest roentgenograms may reveal startling variations in 
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heart size and configuration.’ Four of our patients had 
apical systolic murmurs. One had pericarditis. Neither 
of 2 autopsied cases had Libman-Sacks’ endocarditis. 


Renal manifestations include nephritis-like and 
nephrosis-like syndromes, and an increased suscepti- 
bility to urinary tract infections. Urinalysis may re- 
veal albuminuria, casts, and microscopic hematuria. 
With advancing involvement there may be a progres- 
sive inability to concentrate urine, and uremia may 
develop. Also with advanced renal change hypertension 
may ensue, leading to cardiac hypertrophy and pos- 
sible congestive failure.* The corresponding micro- 
scopic finding in the kidney is the wire-loop deformity 
of the glomeruli.'* Abnormality of the urinary sediment 
or albuminuria was present in 7 of the 9 cases studied. 
Two of the 7 developed uremia and hypertension ter- 
minally. 

Gastrointestinal manifestations include anorexia, 
nausea, vomiting, abdominal pain, and diarrhea. Esoph- 
agitis, hepatitis, and pancreatitis have been noted rare- 
ly.12, Hepatomegaly, splenomegaly, and lymphadenop- 
athy are seen frequently. Parotid gland enlargement 
has been reported.** Symptoms referable to the gastro- 
intestinal tract were present in 6 of our cases. Three 
patients complained specifically of abdominal pain. 
Splenomegaly was present in 1 patient. Hepatomegaly 
was present in 2, but was associated with congestive 
failure. Lymphadenopathy was noted in 5 patients, in 
1 of whom it was quite prominent initially. One patient 
had conjunctivitis and parotid gland enlargement (Sj6- 
gren’s syndrome) as the first manifestations of dis- 
seminated lupus erythematosus. 

Central nervous system manifestations may have 
as their cause toxemia, fever, uremia, steroid therapy, 
or cerebral vasculitis.1* Neurologic signs include epi- 
leptic seizures, cerebral vascular accidents, visual dis- 
turbances, and polyneuritis. Psychologic findings in- 
clude anxiety, delirium, and organic psychosis.’7 Grand 
mal epilepsy is the most common neurologic manifesta- 
tion of disseminated lupus erythematosus, occurring in 
as many as 25 per cent of cases at some time during 
the disease." Epilepsy may be the initial manifestation, 
preceding the development of other symptoms by 
years.'*!® Two of our patients had grand mal seizures, 
and 2 had psychotic episodes. In 1 patient epilepsy pre- 
ceded other symptoms by 16 years, and preceded diag- 
nosis by 26 years; its occurrence could, of course, have 
been coincidental. 

Hematologic manifestations include anemia, leuko- 
penia, thrombocytopenia, and an elevated erythrocyte 
sedimentation rate. Despite spontaneous or drug-in- 
duced remissions, the sedimentation rate remains ele- 
vated.2° The leukopenia may be accompanied by a rela- 
tive lymphopenia.* However, leukocytosis occurs in 
response to infection.1* Hemolytic anemia or thrombo- 
cytopenic purpura may occur.” Plasma proteins may 
be altered, with elevation of the alpha-2 and gamma 
globulin fractions, and lowering of albumin and beta 
globulin. Fibrinogen is increased.** The cephalin- 
cholesterol flocculation test is commonly positive, and a 
biologic false positive test for syphilis occurs in many 
cases.2° Six of our 9 patients had a hemoglobin under 
11 grams, and 6 had a leukocyte count under 5,000. The 
erythrocyte sedimentation rate was elevated in every 
case. The serum globulin was increased in 6 of 7 pa- 
tients tested. A biologic false positive test for syphilis 
was observed in 3 cases. The cephalin-cholesterol floc- 
culation test was positive in 5 of 7 patients tested. 


The occurrence of the L.E. cell phenomenon is al- 
most completely confined to this condition’?** and can 
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be demonstrated in most cases if repeated attempts are 
made. However, false positive tests have been reported 
following large doses of hydralazine,?>* during hyper- 
sensitivity reactions, especially to penicillin,?’ in chronic 
hepatic disease,* and in rheumatoid arthritis.2%°° The 
basis for the L.E. phenomenon is the interaction of L.E. 
factor (a substance in the gamma globulin fraction of 
serum of patients with disseminated lupus erythema- 
tosus) with a normal cell nucleus, causing depolymeri- 
zation of desoxyribose nucleic acid. This swollen, 
amorphous, homogeneous mass is then phagocytized by 
a normal leukocyte, producing the L.E. cell. Or, several 
leukocytes may cluster about the mass, producing a 
rosette. Similar masses found in the tissues are re- 
ferred to as hematoxylin bodies.* In 7 of our cases. 
typical L.E. cells were demonstrated. In the other 2 
cases, none were found despite repeated tests. In one, 
the clinical picture was clear-cut ; in the other the diag- 
nosis was proved at autopsy. 


TABLE I.—SUMMARY OF THREE SERIES OF CASES OF 
DISSEMINATED LUPUS ERYTHEMATOSUS 


L.A.C.O.H. Harvey, etal." Dubois® 
Number of Cases 9 105 62 
Females 100% 78% 89% 
Race: 
Caucasian 67% 80% 76% 
Negro 33% 20% 19% 
Oriental 0 0 1% 
Age of onset 
Average 32 29 27 
Range 18-46 5-73 2-67 
Fever 100% 86% 97% 
Weight loss 100% 71% 82% 
Skin: 
Any rash 56% 85% 52% 
Butterfly 33% 39% 43% 
Joints : 
Pain 89% 90% 9% 
Deformity 33% 27% 31% 
Chest : 
Pleurisy 67% 56% 60% 
Pneumonia 56% 45% aes 
Heart : 
Libman-Sacks’ disease 0 12% 33% 
Murmur 4% 44% 42% 
Pericarditis 11% 45% 44% 
Kidney : 
Abnormal urine 78% 69% 57% 
Uremia 22% 11% a 
Hypertension 22% 14% 
Abdomen: 
Gastrointestinal 
symptoms 67% 18% 40% 
Abdominal pain 33% 10% 37% 
Splenomegaly 11% 15% 8% 
Hepatomegaly 22% 32% 34% 
Lymphadenopathy 56% 34% 42% 
Nervous system: 
Neurologic disease 22% 19% 31% 
Psychosis 22% 19% 29% 
Hematopoiesis : 
Anemia 67% 78% 78% 
Leukopenia 67% 71% 68% 
Increased sedimentation 
rate 100% 93% ans 
Increased globulin 85% 58% 28% 
False positive test, 
syphilis 33% 30% 33% 
Positive cephalin 
flocculation 71% 82% 4 
Positive L.E. test 78% 82% 69% 


Journat A.O.A. 


Discussion 


Disseminated lupus erythematosus is a disease 
which may unfold slowly, affecting first one system 
and then another, mimicking other diseases, and hence 
defying diagnosis. Correct diagnosis is important from 
both the prognostic and therapeutic viewpoints. Multi- 
ple system involvement is one of the most outstanding 
characteristics of this disease. This relationship must be 
remembered particularly when involvement of different 
systems occurs at different times. 

Precipitating factors may include sun sensitivity, a 
surgical procedure or infection, or a drug reaction. It 
has been postulated that disseminated lupus erythema- 
tosus may produce a state of altered reactivity associat- 
ed with more frequent allergic reactions.’ 

Early symptoms occurring with greatest frequency 
in these and other series of cases include malaise, weight 
loss, fever, polyarthralgia, erythematous rash, and pul- 
monary symptoms. 

The more common early abnormal laboratory find- 
ings include elevated erythrocyte sedimentation rate, 
anemia, leukopenia, positive cephalin-cholesterol floccu- 
lation, elevated serum globulin, and false positive results 
of biologic tests for syphilis. 

The L.E. test is on the whole quite reliable ; it may 
be negative at times, but with persistence a positive test 
may be expected in the majority of cases. On the other 
hand, a positive L.E. test per se does not prove dis- 
seminated lupus erythematosus, unless there is clinical 
evidence to support the diagnosis. 

Treatment at the present time consists of using 
suppressive medications (salicylates, antimalarials, or 
steroids), and meeting complications (anemia, infec- 
tion, congestive failure, et cetera) as they arise. The 
results of any therapy are difficult to evaluate when it 
is considered that there is a 39 per cent spontaneous 
remission rate.*t In general, when symptoms are mild, 
salicylates are given for pain. When symptoms are 
moderate or dermatologic changes predominate, anti- 
malarials are administered. When the patient is more 
severely ill, steroids are used.*t Of the antimalarials, 
Atabrine, chloroquine, and Plaquenil have been used 
with satisfactory results. When steroids are given, 
they are given in high dosages until symptoms are im- 
proved and most abnormal laboratory tests are re- 
versed.*? A maintenance dose is then continued. Most 
symptoms and laboratory tests will reverse, including at 
times the L.E. test, but the erythrocyte sedimentation 
rate remains elevated and renal involvement continues. 
The usual cause of death in treated cases is uremia or 
hypertensive heart disease leading to congestive heart 
failure or a cerebral vascular accident. 


Summary 


Disseminated lupus erythematosus is a generalized 
connective tissue disorder which may manifest itself by 
involving any of the body systems. The occurrence of 
multiple system involvement suggests consideration of 
disseminated lupus erythematosus. A positive L.E. 
test helps to substantiate the diagnosis. 

Nine cases studied at the Los Angeles County Os- 
teopathic Hospital during the past 3 years have been 
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toid arthritis. 


Congenital defect 


® As compared with mothers of normal infants, a higher 
proportion of those infants with major defect had an 
acute febrile illness or pulmonary tuberculosis, or had 
been engaged in certain types of heavy work, in early 
pregnancy. Women who aborted also had an excess of 
acute febrile illness but not of the other factors. The 
stilibirths and neonatal deaths were associated with a 
raised incidence of acute illness, anemia and vaginal blood 
loss—Alison D. McDonald, M.D., The New England 
Journal of Medicine. April 17, 1958. 
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ROENTGEN 


signs in acute 


APPENDICITIS* 


SAMUEL L. SNYDER, D.O. 
and 
CORA I. CLOOS, D.O. 


Los Angeles California 


Bue: WHO HAS written extensively on 
acute appendicitis, noted that although the death rate 
in acute appendicitis declined from 9.7 per 100,000 in 
1900 to 1.7 per 100,000 in 1952, 2,600 persons died in 
1952 of a disease that is “eminently treatable.” This 
means that despite increased public knowledge concern- 
ing abdominal pain, decreased use of purgatives, greatly 
improved operative technics and preoperative and post- 
operative care, and antibiotics, roughly 217 persons die 
every month in this country from acute appendicitis. 

The continuing mortality is chiefly caused by a 
widespread failure to realize how frequently the mani- 
festations of acute appendicitis are atypical. When 
large series of cases are examined, it is noted that the 
classical picture of acute appendicitis is absent in from 
25 to 40 per cent. 

The percentage of atypical cases in such series is 
invariably highest among patients in whom gangrene, 
rupture, and abscess have occurred; conversely pre- 
sented, many cases of gangrene, rupture, and abscess 
have occurred because the patient has not presented the 
typical picture. In his review of 7,613 cases, Boyce’ 
observed that mortality from abscess formation was 
11.7 per cent. 

Boyce? has also tabulated the diagnostic errors in 
183 fatal cases of acute appendicitis as shown in 
Table I. 

This table suggests the wide range of symptoms 
manifested which are not part of the classic picture of 
acute appendicitis. 

In another series of 892 cases of acute appendicitis 
occurring between January 1948 and January 1951, 576 
cases were correctly diagnosed preoperatively. The 
over-all correct diagnosis was approximately 65 per 
cent: 66 per cent were males, and 50 per cent were 
females.’ No fatalities were reported in this series. 

Grassberger* analyzed 3,229 cases from 1932 to 
1950, noting that the over-all mortality was 1.52 per 
cent. Perforation existed in 10.52 per cent of patients 
on admission, and 13.8 per cent of these died. Mor- 
tality increased rapidly after the age of 50. An interest- 
ing sidelight in this series, which concerned the people 

*This paper, submitted by Dr. Snyder in partial fulfillment of the 
requirements for certification by the American Osteopathic Board of 
Radiology, was prepared during his residency in the Department of 


Radiology at the Los Angeles County Osteopathic Hospital, Los Angeles. 
Dr. Cloos is Chief Physician, Department of Radiology. 
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of Netherlands, was the marked drop in incidence of 
appendicitis during the years of malnutrition. 

In discussing the incidence of appendicitis, As- 
croft® observed that 319 acute cases necessitating ab- 
dominal operation over a 4-year period included 105 
cases of acute appendicitis, 65 cases of acute intestinal 
obstruction, 20 cases of female pelvic disorders, and 19 
urinary emergencies. Acute appendicitis was diagnosed 
in 185 cases. 

It has been pointed out that, although mortality 
from appendicitis has declined in general, it is discon- 
certing to note that there is no improvement in the mor- 
tality figures for children under 5 years of age.® In 
1930, out of 3,000 deaths, 142 were in patients under 
the age of 5. In 1950, out of 1,300 deaths, 132 were 
in patients under the age of 5. This fact is mainly 
attributable to the presence of peritonitis and abscess 
in 40 to 60 per cent of these cases. One of three chil- 
dren will suffer perforation 24 hours after onset of 
symptoms. Delay in diagnosis, the short omentum, and 
the large proportion of lymphoid tissue in the child’s 
appendix are the chief causes. 

Experience indicates that in any large children’s 
hospital 25 to 35 per cent of patients with acute ap- 
pendicitis will be under 5 years of age and will present 
confusing symptoms. Vomiting is often more common 
than pain. Pain that abates after perforation may lull 
suspicion. A combination of diarrhea and pain with 
tenderness and fever often resembles gastroenteritis. 
Effects of antibiotics given in such cases may further 
confuse the picture. 

The purpose of this discussion is to emphasize 
some of the diagnostic advantages that may be derived 
from plain roentgen films in acute abdominal cases in 
which acute appendicitis may or may not be considered 
by the clinician confronted with conflicting signs and 
symptoms. 

In discussing atypical symptoms in appendicitis 
Boyce’ noted that the disease was ushered in by nausea 
and vomiting, diarrhea, and malaise in 284 of 7,613 
cases, and in small numbers of cases by such complete- 
ly unexpected symptoms as headache, backache, fever, 
malaise, flatulence, periods of anorexia, chills, and 
hematemesis. Also, in some cases there was atypical 
location of pain in the lumbar or subcostal area, left 


TABLE I—INCORRECT DIAGNOSES IN 183 FATAL 
CASES OF ACUTE APPENDICITIS 


Number of cases Diagnosis made 


15 Intestinal obstruction 

14 Renal disorders, various 

11 Peptic ulcer (ruptured) 

10 Pneumonia 

9 Peritonitis of unknown origin 

9 Carcinoma (stomach 2, intestine 7) 
7 Biliary tract disease 

7 Cardiac disorders, various 

3 each Mesenteric thrombosis, pancreatitis 


2 each Typhoid, neurologic disorder, nonacute 
appendicitis, gynecologic disorder, 
pyrexia of unknown cause 

1 each Gastroenteritis, bacillary dysentery, 


arachnidism, anemia, toxemia, 
ruptured viscus 


Journat A.O.A. 


fower quadrant, groin, and leg. With these symptoms 
other symptoms were also noted: pain in the right 
shoulder, urinary symptoms, diarrhea, chills, nosebleed, 
melena, backache, syncope, hiccough, projectile vomit- 
ing, and vertigo. 

We have attempted to study the roentgen signs in 
55 patients with acute abdominal conditions referred to 
the Department of Radiology of the Los Angeles Coun- 
ty Osteopathic Hospital. Eleven of these patients were 
discharged without operation, with a variety of diag- 
noses, including mesenteric lymphadenitis, 4 cases; 
pyelonephritis, 2 cases; gastroenteritis, 3 cases; tubo- 
ovarian abscess, 1 case; and mittelschmerz, 1 case. Of 
the other 44 patients, 42 were operated on and 40 were 
found to have acute appendicitis. One patient, an 11- 
year-old girl, proved to have hydrops of the gallbladder 
with an obstructed cystic duct, and there was 1 case of 
obstruction of the terminal ileum by attachment of 
omentum to an old appendectomy site. In the 2 re- 
maining patients, ruptured appendix was diagnosed at 
autopsy. 

The method of roentgen examination of the pa- 
tient with acute abdominal conditions at our Hospital 
is the “acute abdominal series”: anteroposterior supine 
and upright films of the abdomen and an erect postero- 
anterior view of the chest. Occasionally, a lateral 
decubitus view is taken for more precise identification 
of fluid levels, calculi, and mass outline, or in a case in 
which the upright film is not feasible. We avoid taking 
a posteroanterior film of the abdomen because of dis- 
comfort to the patient, although this view might aid in 
interpretation of an abdominal mass. Oblique and 
transabdominal views are sometimes taken to determine 
the positions of calculi or paracecal abscesses. We do 
not use acute abdominal series as a routine procedure 
in suspected appendicitis. In fact, of the 80 patients 
with acute appendicitis operated on this far in 1957, 
only 18 were taken to the x-ray department. If 
the symptom complex resembles the classical picture of 
appendicitis, roentgen examination is not encouraged. 


Case reports 


Case 1.—A 1-year-old white female was admitted 
to the hospital on October 22, 1956. There was a his- 
tory of vomiting, abdominal pain, and anorexia. Physi- 
cal examination disclosed a moderately toxic infant 
with a temperature of 101.8 F., a leukocyte count of 
23,000, and hypertrophied tonsils. The abdomen was 
distended and generally tender to palpation. The clini- 
cal impression was one of mesenteric adenitis. On the 
second hospital day the temperature rose to 104 F., and 
the leukocyte count remained at 23,000. At that time, 
there were two impressions: pyelonephritis or mesen- 
teric adenitis. Roentgen films of the abdomen indicated 
a poorly outlined right psoas margin, blurring of the 
right abdominal wall, irregular gaseous dilation of the 
bowel in the lower right part of the abdomen, and 
peritoneal irritation. Two calcified spots were noted 
anterior to the lower lumbar spine in the right mid- 
abdominal region. One impression was of peritonitis 
in the right lower quadrant in the region of the appen- 
dix, while the attending surgeon’s impression was 
mesenteric adenitis. On the third hospital day the fever 
rose to 104.6 F. The patient was more toxic and the 
abdomen more distended and tender. A provisional 
diagnosis of possible peritonitis due to ruptured appen- 
dix was suggested. At operation a large amount of 
green purulent fluid was found in the abdomen and a 
ruptured appendix adhered to the iliac fossa. Review 
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of films showed fixation of the cecum and its indenta- 
tion by a density suggesting an abscess. 

Case 2.—A negro male, aged 67, was admitted to 
the hospital on May 6, 1955. He had been treated else- 
where for several days for vomiting and severe epi- 
gastric pain. The patient had had anorexia for a year. 
Physical examination disclosed a temperature of 100 F., 
leukocyte count of 24,000, albuminuria 4 plus, and a 
nonprotein nitrogen reading of 100. The abdomen was 
distended and tympanitic in the upper part. There were 
no masses. The patient was in a semicomatose state. 
An acute abdominal x-ray series revealed distention 
and laddering of the small bowel. The chest was found 
to be moderately congested, and the patient was digi- 
talized. On the second hospital day the nonprotein nitro- 
gen reading was 210, and the patient was treated for 
uremia. On the third hospital day, the patient died. 
Causes of death were certified as uremia, arteriolar 
nephrosclerosis, and possible carcinoma of the stomach. 
Autopsy findings included plastic abdominal exudate 
with abscess over the right lobe of the liver, generalized 
peritonitis due to gangrenous perforated appendix, bi- 
lateral hydronephrosis, and uremia. 

Review of the films showed in addition a calculus 
in the right lower quadrant, possibly a coprolith. The 
right diaphragm was elevated and the lung base atelec- 
tatic, with possibly a subphrenic abscess. 


Case 3.—A white male, aged 20, was admitted on 
October 3, 1955. Epigastric pain was localizing in the 
right lower quadrant of the abdomen. Nausea and diar- 
rhea had been present for 3 days. Physical examina- 
tion disclosed a temperature of 99.8 F., leukocytes, 
8,000, slight guarding and tenderness over McBurney’s 
point, rebound tenderness in right lower abdomen, and 
rectal tenderness to the right. Roentgen examination 
showed slight scattering of gas in the large and small 
bowels. Findings were not specific for appendicitis or 
other acute abdominal condition. The patient was dis- 
charged. He was readmitted 10 months later, with a 
similar history. ‘Physical examination elicited positive 
Owen’s and Rovsing signs. The iliopsoas muscle sign 
and obturator sign were found to be positive. Tempera- 
ture was 98.4 F., and the leukocyte count was 10,900. 
Roentgen films showed moderate formation of gas lo- 
calized in the cecum, ascending colon, and terminal 
ileum, suggestive of inflammation in the right lower 
quadrant. The surgical finding was acute suppurative 
appendicitis. 

Case 4.—A male Negro, aged 20, was first seen in 
the admitting room on March 12, 1957, complaining 
of diarrhea, vomiting and periumbilical pain that radiat- 
ed to the right lower quadrant of the abdomen. Physi- 
cal examination performed with the patient recumbent 
and the hips flexed failed to elicit the iliopsoas and 
obturator signs. He was given Kaopectate, sulfas, and 
belladonna for gastroenteritis, and an appointment was 
made for the outpatient department. The patient was 
admitted to the hospital 2 days later with the rigid 
abdomen and generalized pain of a possibly ruptured 
appendix. Temperature was 100 F., pulse 98, and leu- 
kocyte count, 16,300. Re-examination on the ward re- 
vealed splinting of the abdomen and generalized tender- 
ness. Rectal examination gave negative results. The 
clinical impressions were (1) acute appendicitis, or (2) 
perforated peptic ulcer. Roentgen findings included a 
calculus in the right lower quadrant, probably a co- 
prolith, free fluid in the abdomen, and displacement of 
the cecum medially, suggesting an appendiceal mass 
lateral to the cecum. Surgical findings were acute 
gangrenous appendix with perforation and peritonitis. 
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The appendix was lateral to the cecum and adherent to 
the posterior peritoneal wall. A large amount of sero- 
purvlent material was found in. the abdomen. The 
pathologic diagnosis was ‘gangrenous appendix with 
perforation and a large fecalith in the lumen. ve 

Case 5—A white female, aged 67, was admitted to 
the general medical ward as a case of possible partial 
bowel obstruction or bleeding peptic ulcer. Appendicitis 
and carcinoma of the colon had to be ruled out, and 
roentgen films of the abdomen were taken before the 
patient entered the ward. The patient gave a history of 
epigastric pain radiating bilaterally; moderate lower 
right abdominal pain; black, tarry stools; fever; and 
anorexia of 3 days’ duration. The patient took a laxa- 
tive 1 day after noting a degree of abdominal distention 
and had a large black bowel movement. There was 
slight nausea but no vomiting. Right salpingo-oophorec- 
tomy had been performed several years earlier. It was 
not known whether or not the appendix had been re- 
moved. Physical examination yielded the following 
findings: Temperature, 102 F., pulse, 88, and leuko- 
cytes, 19,000. The midline-scarred abdomen was gen- 
erally tender, especially in both lower quadrants. There 
was some guarding; Owen’s sign was positive, rectal 
examination gave negative results, and pelvic examina- 
tion was inconclusive. Roentgen examination showed 
the colon and small bowel to be distended with gas, 
free fluid in the abdomen, and blurring of the right 
lower abdominal markings, suggesting localized exudate 
with possible appendicitis. The surgical house staff 
concluded that all signs of appendicitis were strongly 
positive, and there was no history of the appendix 
having been removed. The patient was operated on 12 
hours after admission. A gangrenous ruptured appen- 
dix with peritonitis and abscess formation was found. 

Case 6.—A white male, aged 70, referred by an 
outside physician, was admitted to the general ward 
with a diagnosis of acute appendicitis. Epigastric pain 
radiating to the umbilicus and right lower quadrant 
had been present for 24 hours. Pain was also present 
in the left lower quadrant, the right flank, and both 
groins. Nausea was present and vomiting had occurred 
four times in the past 24 hours. There was a history 
of an old cerebrovascular accident, dysuria, nocturia, 
urinary frequency, and difficulty in starting and stop- 
ping the stream. Physical examination showed a tem- 
perature of 99.8 F., pulse of 100, leukocyte count of 
16,600, and pyuria. There was generalized lower ab- 
dominal tenderness with slight guarding. Roentgen ex- 
amination revealed scattered gas in the colon and small 
intestine in the upper abdomen. Findings suggested an 
upper abdominal disorder such as cholecystitis or kid- 
ney disease. At surgical consultation it was concluded 
that tenderness in the gallbladder area radiating to the 
right flank and lumbocostal area were suggestive of 
acute cholecystitis with chronic pyelocystitis. On the 
second hospital day the leukocyte count was 15,000. 
Supportive management for acute cholecystitis was in- 
stituted, and an indwelling urinary catheter was placed. 
On the sixth hospital day the leukocyte count was 
17,150, the temperature 99.6 F., and an oral cholecysto- 
gram indicated nonvisualization of the gallbladder. The 
following day the leukocyte count was 17,600, the tem- 
perature 99.6 F. ; and the next day the count was 13,000 
and the temperature 99 F. The patient was discharged 
improved on the twelfth hospital day with a diagnosis 
of acute cholecystitis and chronic pyelocystitis. ' 


Case 7—A white male, aged 2, was referred by 
an outside physician on January 13, 1957. The referring 
physician supplied the following data: 
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History: Lethargy with murked weakness in upper 
extremities, anorexia following postprandial vomiting 
for 3 days, and a temperature of 104 F. 

Physical examination: (1) Positive Brudzinskj 
sign, (2) hypoactive knee jerks, (3) Babinski sign 
slightly positive, (4) whimpering cry, (5) distended 
abdomen, (6) splinting of the rectus abdominis, (7) 
pallor around the mouth, (8) pulse 180, (9) marked 
weakness of neck, (10) right thigh in flexed position, 
and (11) lethargy 4 plus. 

Diagnosis: (1) possible encephalitis, (2) possible 
ruptured appendix, (3) possible poliomyelitis. 

Spinal tap was recommended by the referring 
physician. 

The patient was admitted to the pediatric ward 
with the diagnosis of a possible ruptured abdominal 
viscus. Vomiting, anorexia, lethargy, fever, abdominal 
distention, and pain continued, and polydipsia and fre- 
quency of urination were present. Administration of 
an enema was followed by lethargy. Findings from 
physical examination were: temperature, 102.6 F.; 
pulse, 132; and leukocyte count, 10,500. Posterior cer- 
vical lymphadenopathy was noted, and the abdomen 
was distended and tympanitic, with guarding and pos- 
sible splinting. The lower extremities were semiflexed, 
and there were no bowel sounds. Neurologic testing 
gave negative results. The impression was ruptured ap- 
pendix with peritonitis. Roentgen examination showed 
distention of the small and large bowel with gas, air 
and fluid levels, and “pointing” of the small bowel to- 
ward the right lower quadrant of the abdomen. Find- 
ings were consistent with inflammatory disease in the 
appendiceal area. The patient’s temperature was 103.2 
F. The leukocyte count was 9,700, with a differential 
count showing 20 per cent nonsegmented neutrophils. 
Rigidity of the abdomen persisted despite administra- 
tion of antibiotics and intravenous fluids. 


On the second hospital day the attending surgical 
staff concluded that the distended abdomen was not 
consistent with appendiceal rupture of 4 days’ duration. 
Their impression was (1) probable viral gastroen- 
teritis, or (2) possible ruptured appendix. Observation, 
supportive care, and checking the patient by rectal 
examination were recommended. On the third hospital 
day the attending surgical staff found the abdomen 
slightly distended but soft and relaxed, with no abdomi- 
nal signs, no localizing signs or masses, and no rebound 
reaction. The impression was that temperature of 100 
F., normal leukocyte count, and equivocal physical find- 
ings were not indicative of appendicitis. Observation 
and spinal fluid examination were recommended. Later 
in the day the leukocyte count was 12,850, the spinal 
fluid negative, and the abdomen less distended with no 
signs of localization. Supportive care was continued 
on the fourth hospital day. The abdomen was firm and 
tender to palpation. Another leukocyte count showed 
12,500, and the differential count showed 44 per cent 
polymorphonuclear neutrophils and 18 per cent non- 
segmented neutrophils. The attending surgical staff 
made the following re-evaluation: Distended abdomen, 
absence of peristalsis, tenderness, and rectal findings 
probably indicative of pelvic abscess. Radiographic 
conference disclosed multiple fluid levels with evidence 
of abscess in right lower abdomen, and rectal examina- 
tion disclosed a mass in the right side of the pelvis. 
The impression was probable ruptured appendix with 
peritonitis. Operative findings were ruptured appendix 
with peritonitis and adhesions of the large and small 
intestines. There were intraperitoneal abscesses in the 
right lower abdomen and pelvis. 
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Discussion 


The tabulated incidence of roentgenographic signs 
obtained by reviewing all abdominal films of our 42 
surgically confirmed cases of acute appendicitis is shown 
in Table II. The method of tabulation is similar to that 
used by Roberts’ and Steinert, Hareide, and Chris- 
tiansen.® 

Gas in the colon, gas and fluid in the small in- 
testine, free intraperitoneal fluid, and fluid in the 
cecum are the most common indicators of peritoneal 
irritation. They have occurred in this series with almost 
the same frequency as in other series.7"'° However, 
when these signs alone are identified in the roentgeno- 
gram they are to be followed with less confidence than 
if they are accompanied by other supportive findings 
such as calculi, and localized exudate or massing in the 
right lower quadrant. These signs of peritoneal irrita- 
tion often occur, probably to a lesser degree, in such 
benign conditions as mesenteric adenitis and gastro- 
enteritis. This accounts for the equivocal findings in 12 
of our cases. Furthermore, a preroentgenographic 
enema or laxative may also cause gas and fluid levels 
to occur, or they may occur normally. Roentgenograms 
taken in the lateral decubitus positions have been val- 
uble in identification of cecal fluid. Occasionally fluid 
levels may be interpreted by changes in the cecal gas 
pattern that occur when the patient is moved from the 
supine to the upright position. Fluid in the cecum is a 
valuable sign and in some cases may be used to differen- 
tiate adynamic ileus from mechanical bowel obstruction, 
since fluid is rarely found in the cecum in obstruction 
of the small bowel. 

Free intraperitoneal fluids are indicated by dense 
interintestinal markings, by changes in soft tissue 
markings such as the margins of the psoas muscle, or 
by upper pelvic markings that occur with positional 
changes of the patient. 

Blurring of the right psoas margin is mainly ap- 
parent in cases with appendiceal abscess.® A slight 
obscuring of the psoas margin is often caused by 
changes in the small bowel and colon pattern when the 
patient is moved from the supine to the upright posi- 
tion. Roberts’ notes that in the posteroanterior position 
the blurring of the psoas margin is more pronounced 
because of the soft tissue mass which, in this position, 
lies in front of it. It has also been observed in our 
series that positional rotation or lateral flexion of the 
lumbar spine may cause asymmetry in the density and 
width of the psoas muscle shadow in the absence of 
pathologic change. 

A soft tissue density or massing in the appendiceal 
area occurred in approximately one-half of the patients 
in our series; this may denote the position of the ap- 
pendix.* The mass, whose size, density, and form may 
vary greatly because of variable stages in the disease 
and in the position of the appendix, is often associated 
with deformity indentation of the cecum; this was ob- 
served in 9 of our patients. The cecum may be indented 
on its lateral aspect with a lateral retrocecal appendix, 
or at its inferior margin in the presence of a low-lying 
appendix. The size may vary from the plum-sized, 
balled-up appendiceal tumor,’ commonly noted over the 
sacroiliac projection, to localized dense abscess of the 
sealed-off area of perforation, to the large abscess cov- 
ering both the cecum and the psoas margin. Another 
form of right lower quadrant density often consists of 


a matted omentum covering an appendix related on one 


side to stasis in the terminal portion of ileum.’ Arnell,?° 
in an excellent roentgenographic review of 17 cases, il- 
lustrated the decreasing difficulty in identifying densities 
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TABLE II—ROENTGEN FINDINGS IN: 42 PROVED 
CASES OF ACUTE APPENDICITIS 


Gas in colon 30 

Gas and fluid in small intestine 24 

Free intraperitoneal fluid 23 ss 

Blurring or obscuring of-psoas muscle shadow 20 | 

Soft tissue massing in appendiceal region 18 

Fluid level in cecum 17 

Pointing of bowel (or laddering radiating i 
from the right lower abdomen) 16 sf 

Abscess formation 15 f 

Blurring or obscuring of flank stripe 14 > 

Lumbar scoliosis 13 

Appendiceal calculus (coprolith) 10 ene: 

Indentation or funneling of cecum 9 


Gas localized mainly to cecum, ascending colon 
and terminal ileum 

Displacement of cecum 

Flank contraction 

Distention of bladder 

Fixation of cecum 

Edema of cecum 

Pelvic abscess 

Changes in right diaphragm 

Mechanical obstruction 


or abscess formations as the intensity of the disease 
increases. 

Abscesses may occur in the pelvis, in the mid- 
abdomen, lateral to the cecum, posterior to the cecum, 
under the liver, over the anterior aspect of the liver, 
or under the diaphragm. We have had examples of 
each in the present series. The following signs are help- 
ful in diagnosing an abscess.® There is usually a diffuse 
but relatively sharply outlined density in the right iliac 
fossa which may denote a compression defect over the 
gas-containing cecum or loops of terminal ileum. It 
may be situated lateral to the cecum, displacing it 
medially and often effacing the flank stripe. Occasion- 
ally gas within the abscess is recognized by an air-fluid 
level when the patient is in the upright or lateral re- 
cumbent position. The level has a shallow concavity 
due to viscosity of the pus fluid. We noted several 
large bubbles of gas in one patient with an abscess sur- 
rounding the antero-inferior surface of the liver. Sev- 
eral cases of abscess formation have been diagnosed by 
the formation of small bubbles resembling a “foam- 
like” phenomenon within the abscess. A case of hy- 
drops of the gallbladder was wrongly interpreted as a | 
mass in the right midabdomen, probably an appendiceal 
abscess. Another case observed, but not in this series, 
was differentiated from a perinephric abscess by use 
of the intravenous pyelogram and lateral and oblique 
roentgenograms. Barium enemas are used occasionally 
by Frimann-Dahl,® Arnell,?° and Steinert, Hareide, and 
Christiansen.* Frimann-Dahl observed that the barium 
enema often shows serrated margins of the colon and 
ileum with displacement. Occasionally a partially filled 
appendix may be seen within the abscess. In suspected 
carcinoma of the cecum in older people, concomitant 
acute appendicitis is no rarity and must be kept in mind 
when a barium enema is administered. 

Radial laddering or pointing of the small bowel to 
the hub of the inflamed site has been seen in varying 
degrees of intensity in 16 cases. This is similar to the 
phenomenon which Frimann-Dahl has termed “inhibi- 
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tion ileus.” The large bowel is sparingly distended.’ 
With increased intensity of the inflammation followed 
by perforation and abscess, we have noted increased 
filling of the abdomen with the laddering pattern. In its 
early stages this pattern resembles the jejunal sign of 
abdominal inflammation™ in which the position of the 
mesentery and reflex neuromuscular mechanism com- 
bine with decreased peristalsis in the ileum, to cause 
gaseous distention of first the proximal, and then the 
distal jejunum and ileum as the inflammatory process 
increases. We have noted several cases in children in 
whom the laddering pattern strongly resembles a me- 
chanical bowel obstruction in which the right abdominal 
loops appear to be acting as a walling-off mechanism 
that tends to keep the products of inflammation confined 
to the right lower quadrant. Adhesions of the distal 
knuckles of intestine, as noted in some of the operative 
reports in this series, may also play a part in pointing 
of the bowel. 


The phenomenon of pointing has been seen only 
in cases of perforated appendix. The intensity of the 
sign apparently varies with the position of the appen- 
dix. Rupture of a retrocecal appendix appears to be 
coincident with a weaker manifestation of this sign. 
Laddering seems to be more prominent where the ap- 
pendix points medially. It occurs more often in children 
under 10 years of age, although it was also noted to an 
intense degree in a 20-year-old male. In many cases in 
which the surgeon has found plastic exudate covering 
the small intestine, roentgenographic evidence has also 
been marked. To elaborate any further on this sign 
would be beyond the scope of this paper. When seen 
with other roentgen signs such as a right lower quadrant 
density, a calculus, or fluid in the cecum, laddering or 
pointing of the bowel is an additional sign indicating an 
advanced stage of appendicitis. Nine cases in which gas 
appeared to be localized to the cecum, ascending colon, 
and terminal ileum were fairly well distributed among 
the various types of pathologic conditions encountered 
at operation. Such localization of gas is sometimes a 
valuable sign when indentation of the cecum by a mass 
density or coproliths are present. The combination of 
formation of gas in the right lower quadrant and mass- 
ing was also observed in 2 patients. One was dis- 
charged without operation as a case of mesenteric 
adenitis; in the other, a normal appendix and large 
mesenteric lymph nodes were found at operation. A 
lateral decubitus film often helps to define a fluid level 
in the cecum when not otherwise noted in the supine 
and upright views. This is especially true when collec- 
tion of gas is confined to the right lower abdomen. 


An important roentgen finding is that of a smooth, 
ovoid calcific body, often laminated, in the region of 
the appendix. In our series, 10 cases exhibited such 
evidence of calculi but only 4 such findings were noted 
in the pathology reports. Eight cases of impacted ap- 
pendiceal fecaliths were reported by the pathology de- 
partment but were not illustrated on x-ray films of the 
abdomen. Out of a total of 20 cases in which calcified 
fecaliths were reported, either as x-ray findings or in 
pathology reports, 18 cases were diagnosed operatively 
as perforated suppurative or gangrenous appendicitis 
with abscess formation and peritonitis. This coincides 
with Frimann-Dahl’s® conclusion that in cases of acute 
appendicitis with stone formations the mucous mem- 
brane is nearly always gangrenous. Felson made 
roentgenograms of appendiceal specimens removed at 
operation and observed that 90 per cent of 100 cases 
with calculi were associated with acute appendicitis. 
Calculi were present in 33 per cent of 75 acutely in- 
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flamed appendices and in only 27 per cent of 183 nor- 
mal specimens. In at least 9 of 25 cases of acute 
appendicitis the calculi should have been apparent in 
good quality roentgenograms. Felson concludes that the 
incidence of perforation with calculi is high and that 
diagnosis is almost certain if acute symptoms are 
present. 

Berg and Berg" report from the literature the 
pathologic findings in 130 cases of calculi and tabulate 
their own series of 35 cases as acute catarrhal appendi- 
citis in 5 cases; acute suppurative appendicitis in 11; 
gangrenous appendix in 6; perforated appendix in 11; 
chronic recurrent appendicitis in 1; and, no inflamma- 
tion present in 1. 

Felson? also reports that in the literature to date 
there is an over-all suggested incidence of appendiceal 
calculi of 5 per cent. This corresponds favorably with 
the incidence in our series of 4 cases of calculi in 44 
pathologically confirmed cases of acute appendicitis. 

Table III illustrates the incidence and pathologic 
findings in this series. 

According to Laforet, Greenler, and O’Brien" the 
appendiceal calculi are concentrically calcified inspissat- 
ed fecaliths. They may be as small as oval peas or as 
large as olives. Occasionally bird shot or other metallic 
foreign bodies may start infections.° Appendiceal cal- 
culi must be distinguished from other calcific bodies, 


TABLE III—INCIDENCE OF CALCULI IN 18 PATIENTS 
. OPERATED ON FOR ACUTE APPENDICITIS 

X-ray 

F Age findings Pathologic findings 

: 4 Calculus Fecalith obstruction — gangrenous 
: appendix with perforation 

27 Calculus Laminated fecalith — gangrenous 
: appendix with perforation 

© 11. Calculus Laminated fecalith — gangrenous 
retrocecal appendix with per- 
foration 

s 20 Calculus Large fecalith—gangrenous appen- 
dix with perforation 

: 41 Calculus Unverified—suppurative appendix 
: with perforation 

1 Calculus Unverified—suppurative appendix 
with perforation 

: 67 Calculus Not reported at autopsy—gangre- 
: nous appendix with perforation 
. 63 Calculus Unverified — ruptured appendix 
: with abscess 

4 Calculus Unverified—gangrenous ruptured 
appendix 

: 26 Calculus Unverified—gangrenous appendix 
with perforation 

: 67 Calculus Unverified at autopsy—suppurative 
perforated appendix 

3 No calculus Laminated  fecalith — gangrenous 
: appendix with perforation 

4 No calculus Fecalith— gangrenous appendix 
: with perforation 

37. No calculus Chronic fecal impaction — unin- 
flamed appendix 

: 6 No calculus Fecalith— gangrenous appendix 
: with perforation 

* 20 No calculus Concentric fecalith — suppurative 
unperforated appendix 

12 No calculus Fecalith— gangrenous appendix 
with perforation 

39 No calculus Fecalith — gangrenous appendix 
: with perforation 
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since the appendix may point toward any sector of the 
abdomen. A ureteral stone is often ruled out by oblique 
or stereoscopic views, or, if necessary, by a retrograde 
pyelogram studied from both frontal and oblique 
views.’ Value of the intravenous pyelogram is contro- 
yersial in distinguishing ureteral calculi. Arnesen’® 
maintains that in 34 cases of acute appendicitis there 
were signs of stasis in the right upper urinary tract. 
This is refuted by Wulff*’ and Frimann-Dahl® who 
maintain that in early acute appendicitis there should 
be no stasis. When abscess has compressed the ureter 
enough to cause stasis, this alone should orient thinking 
toward appendicitis. 

Calcified appendices epiploicae are usually irregu- 
lar but may easily be confused with appendiceal cal- 

Calcific concretions in an infected Meckel’s di- 
verticulum are mentioned in cases in which symptoms 
and signs to the left of the midline simulated acute 
appendifitis. Calcified cartilaginous islands in the ileum 
can be differentiated from coproliths by changing the 
patient from the supine to the lateral recumbent posi- 
tion. Cecal concretions are difficult to differentiate 
from calculi because they may resemble partially calci- 
fied coproliths in a retrocecal appendix. It may be 
difficult to distinguish a partially calcified ovarian cyst 
from a calculus.® 

Calcified mesenteric lymph nodes are usually easy 
to distinguish from appendiceal concretions. Usually 
they are denser, more irregular, and not centrally lami- 
nated. They also may alter in position to a greater ex- 
tent than do coproliths, when the patient moves from 
supine to upright position. 

Phleboliths in the pelvis are multiple, smaller, and 
rounder than appendiceal calculi. 


Cholelithiasis is often a difficult diagnostic prob- 
lem, especially when there is malrotation of the cecum 
with an ascending appendix in anatomic relation to the 
gallbladder. Feldman’ mentions that the appendix may 
be outlined by calcification in the wall. Wustefeld?° 
stresses that a knowledge of the various anatomic posi- 
tions of the appendix and the atypical symptoms of 
appendicitis resulting from these positions is also a 
necessary adjunct in the differential diagnosis of stones. 
Appendiceal stones have been noted in all regions of the 
abdomen and pelvis where the appendix may be located. 
Undissolved pills and residuum of opaque media may 
also cause diagnostic difficulties." 


Moderate to marked distention of the bladder was 
observed in 7 of 42 cases: 2 patients experienced diffi- 
culty with urination; and the urinary status of the 
other 5 was uncharted. It is interesting to note that in 
all cases of bladder distention the appendix was per- 
forated and peritonitis was present. In 1 patient with 
the bladder enlarged to the umbilicus the appendix was 
so firmly adhered to the bladder that the latter was 
inadvertently ruptured during operation. Contraction 
of the flank was noted in 7 cases. This sign is difficult 
to evaluate, because faulty positioning of the patient 
may cause lateral flexion. In 5 cases of contraction of 
the flank there was perforation of a retrocecal appendix. 


Fixation and edema of the cecum were noted in 6 
patients. These findings were usually concomitant with 
other signs denoting intense inflammation in this area. 
Chrom and Gudbjerg*? use an oral barium-car- 
boxymethycellose solution and take films at 5, 7, 10, and 
24 hours. Their findings included poor filling of the 
cecum and nonfilling of the appendix in cases of acute 
inflammation. This method is based on a postulate that 
in appendicitis the intraluminal pressures increase; the 
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sphincter mechanisms are activated at the ileocecal and 
appendicocecal valves; and the cecum will not fill as 
well as in similar studies in chronic appendicitis. Fri- 
mann-Dahl® states that edema of the cecum is shown 
by thickening of its walls and broad bands outlining 
the haustrations. The folds of mucous membrane are 
thicker than usual, showing restricted autoplastic 
changes. Pelvic abscess was noted in 4 cases, and con- 
firmed by physical examination in 3. Elevation of the 
right diaphragm was seen in 4 cases. Subphrenic or 
subhepatic abscess was confirmed in all 4 patients at 
operation. There were varying degrees of basal atelec- 
tasis. No pleural effusions were identified. 

Mechanical bowel obstruction was suspected on 
roentgen examination in 3 cases, and seen in 5 cases 
at operation. These were partial bowel obstructions 
apparently due to adhesions being formed by plastic 
exudate combined with inhibition ileus of the small 
bowel. 

Musgrove”? reported a case in which the differen- 
tial diagnosis of acute appendicitis with peritonitis and 
ruptured peptic ulcer with right colic gutter leakage 
was considered. Films of the abdomen revealed a 
curvilinear streak of air extending upward in the right 
lumbar gutter, suggesting a retrocecal appendix ob- 
structed at its base. At operation through a high Mc- 
Burney incision the appendix was found to be gangre- 
nous from tip to base and lying in a nonodorous pool 
of peritoneal fluid. There was an uneventful postopera- 
tive recovery. 

Two other roentgen findings reported in the litera- 
ture were not observed in this seriest and are rather 
uncommon, but it may be helpful to the roentgenologist 
to know of them. These findings are gas in the appen- 
dix and retroperitoneal dissection of gas. They are 
illustrated by the following case reports. 

Pierleoni and Johnson** cited 2 cases: 

A 74-year-old male had pain in the right hip for 5 
days and walked with the right thigh flexed. X-ray 
examination revealed an adynamic ileus with dissection 
of air along the psoas muscle into the thigh and leg. 
There was subcutaneous emphysema from the groin to 
the knee. The patient was put in traction and given 
paravertebral blocks. He died. At autopsy the cecum 
and a ruptured retrocecal appendix were plastered to 
the psoas sheath with a large psoas muscle abscess 
beneath. 

A 37-year-old female was seen with pain and 
flexion of the righ thigh and inability to walk. X-ray 
examination revealed gas in the region of the lesser 
trochanter. The patient was operated on for an ob- 
turator hernia, but a ruptured appendix was found 
against the psoas sheath with a large psoas muscle 
abscess. The patient recovered. 

One should also consider the rare case of appen- 
dicitis in late pregnancy which may simulate disease in 
the right upper quadrant. This type of appendix is 
difficult to control when ruptured, because of inability 
of the abdomen to wall off infection. 

The following points, as outlined by Steinert, 
Hareide, and Christiansen,* sum up the most common 
pitfalls in roentgen diagnosis of acute appendicitis: 

1. Enemas may increase difficulty by causing fluid 
levels. 

2. Fluid levels may occur normally, and too much 
importance should not be attached to their presence 
without other findings. 


tSince this paper was written, a similar case (a 70-year-old male) 
was diagnosed roentgenographically by “soft tissue emphysema of the 
right hip,” and confirmed at autopsy, at Los Angeles County Osteopathic 
Hospital. 
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3. With diarrhea, fluid levels are more widely dis- 
tributed. 

4. The fluid levels of terminal ileitis greatly resem- 
ble those of appendicitis. 

5. In acute salpingitis there may be fluid in the 
pelvis which does not move in different recumbencies 
as does the free fluid in appendicitis. 

6. Acute cholecystitis may be confused with an 
elevated appendix. 

7. Acute appendicitis may simulate mechanical 
ileus. 

8. A ruptured corpus luteum cyst is difficult to dif- 
ferentiate from appendicitis. 

9. Ruptured Meckel’s diverticulum may simulate 
appendicitis. 

10. A perforated peptic ulcer may occur without 
evidence of free air. There is the occasional rare case 
of free air with ruptured appendix, but the air is never 
over the liver as in ruptured ulcer. 

11. A calcified fecal concretion may be confused 
with a urolith. 


Conclusions 


The frequency with which signs of acute appendi- 
citis appear in x-ray films of the abdomen appears to 
vary directly with the intensity of the disease. The 
symptoms and signs of acute appendicitis become more 
bizarre in the presence of gangrene, perforation, and 
peritonitis. 

This discussion of the roentgen findings in 42 pa- 
tients operated on for appendicitis has indicated that in 
some instances the abdominal film may prove to be a 
valuable tool in diagnosing atypical acute appendicitis. 

1100 N. Mission Road 
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CASE REPORTS 


Acute anxiety from abuse 


of tranquilizing drugs 


ROBERT A. KOVAN, D.O.* 


Kansas City, Missouri 


(>. JANUARY 8, 1958, a 15-year-old white 
male was brought by his parents to the Psychiatric De- 
partment of the outpatient clinic of the Kansas City 

*Dr. Kovan is a Fellow in the Department of Neurology and Psy- 


chiatry, Kansas City College of Osteopathy and Surgery, of which Dr. 
Floyd E. Dunn is head. 
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College of Osteopathy and Surgery. The patient was in 
a state of agitated stupor. He was unable to walk with- 
out support or to control frequent and prolonged out- 
bursts of crying. At times he appeared to be in a 
dissociative state, except for the outbursts of crying. 
The patient was depressed in affect, thought, and ver- 
balization, and responded to questions with crying or 
vacant stares. On first impression it was thought that 
this patient might be in a dissociative or schizophrenic 
reaction. 

An immediate past history obtained from the par- 
ents disclosed that the patient had begun to have what 
apparently were anxiety reaction symptoms approxi- 
mately 6 to 8 weeks before his admission to our clinic. 
He had been seen by another physician who prescribed 
tranquilization and referred him to another clinic for 
neurologic examination. At that time, a complete and 
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detailed neurologic examination revealed no organic 
condition to which his symptoms could be attributed. 
The patient was then referred to a psychiatrist. As an 
adjunct to analytically oriented psychotherapy the pa- 
tient was given a tranquilizing drug (Trilafon). As 
the symptoms became worse the dosage of Trilafon was 
increased until he was receiving the dosage usually re- 
served for institutionalized psychotics, and the symp- 
toms became worse than ever. At that time the attend- 
ing physician said that there was little more that he 
could do and suggested that the patient be institution- 
alized in a state hospital. It was at this point that the 
parents brought the patient to our outpatient depart- 
ment. 

As the parents related the history of the boy’s ill- 
ness, and the cycle of increasing the dose of tranquilizer 
as the symptoms increased, it became apparent that the 
immediate problem was no longer one of a personality 
disorder alone, but also of simple overdose of tran- 
quilizing drugs. 

The patient was immediately admitted to the Os- 
teopathic Hospital and all previous medication was 
withheld. 

Physical examination revealed a normally devel- 
oped male, somewhat asthenic in build. An inventory 
of systems revealed no pathologic changes. Neurologic 
examination showed all findings to be well within 
physiologic limits. Results of routine laboratory and 
roentgenographic studies were negative. No attempt 
was made to talk to the patient on his first day of hos- 
pitalization. He was placed on a regular diet ; medica- 
tion consisted of Methedrine, 15 mg. daily, and Dori- 
den, .05 mg., for sleep if necessary. On the second day 
of hospitalization the patient had ceased crying and 
responded to questions, but he could not recall coming 
into the hospital the day before. 

After discussing his condition, it became clear that 
he was experiencing much anxiety based on guilt due 
to inadequately handled hostility toward other members 
of the family. This was the reason he had been taken 
to a physician for treatment. As his anxiety had be- 
come worse his physician had prescribed tranquilizers. 
This treatment made the patient feel lethargic and de- 
pressed, and clouded his sensorium. These side effects 
began to make the patient feel more helpless and only 
reinforced his conviction that he was losing his mind. 
This in turn increased his sense of helplessness and 
greater anxiety resulted. A higher dosage of Trilafon 
was given, which increased the symptoms, and again 
even higher doses of drugs were used. The vicious 
circle was then in full operation. 

On the morning of the third hospital day the pa- 
tient was sufficiently “dried out” to permit psychodiag- 
nostic testing procedures. The results of the testing 
confirmed the initial impression that this patient was 
not a psychotic who should be sent to a state hospital. 
His emotional stability and subjective reaction to the 
testing left little doubt that he was reacting hysterically 
to conflict. His sexual responses pointed to a rising 
tide of impulses which were guilt-laden. Phobic reac- 
tions to his father suggested that his guilt might have 
been due to unconscious oedipal strivings. The psy- 
chologist’s diagnosis agreed with the clinical diagnosis, 
which was one of anxiety reaction to the adjustment of 
adolescence with persisting childhood phobias. 

The patient was discharged on the evening of the 
third hospital day in a greatly improved condition. 
Since that time he has been seen twice a week on an 
outpatient basis for reconstructive psychotherapy, and 
he appears to be responding well. No drugs are being 
used, 
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Discussion 


It now appears evident to us at Osteopathic Hospi- 
tal that the use of tranquilizers has far surpassed the 
use of any other drug; even the highly overused and 
often improperly used antibiotics. Because of allergic 
sensitivity and ever-diminishing potency resulting from 
increased tolerances, it is becoming apparent that with- 
out some sensible control of their administration the 
tranquilizing drugs are destined for the same dark fu- 
ture as are so many of the superior antibiotics. These 
drugs are repeatedly used without clear indications and 
with no knowledge, let alone respect, for their side re- 
actions, which in many instances are severe to the point 
of being fatal. 

The World Health Organization has recently add- 
ed the tranquilizers to its list of habit-forming drugs.* 
This has not been without good reason. One kind of 
reaction is the severe convulsions commonly found in 
the withdrawal symptoms of patients removed from 
high dosage levels. The physiologic complications alone 
could fill the pages of a book. 

Among the most common side reactions are effects 
on the central nervous system such as hypersomnia, 
severe drowsiness and vertigo, parkinsonism which in 
some instances has become intractable, delirium, dys- 
phagia, dysarthria, blurring of vision, increasing mem- 
ory defect, and difficulty in retention and recall. If 
these side reactions are superimposed on an already 
anxious, guilt-ridden, severely disturbed personality, the 
ultimate results can only be disastrous. 

Another central nervous system reaction of inter- 
est is the disturbance of thermal regulation. This leads 
to elevated temperatures which in turn are often treated 
by the unsuspecting physician with antibiotics which 
are not indicated. 

Still another common and serious side reaction, but 
one which is usually disregarded, is the severe hypoten- 
sion which often accompanies the use of these drugs. 
There are numerous case reports of hypotension fol- 
lowed by acute circulatory insufficiency, shock, and 
death.* 

Muscular weakness is extremely common, and in 
its severe form it has resulted in incoordination and 
ataxia. 

On several occasions acute allergic reactions have 
occurred after injection of tranquilizers in patients who 
have been receiving them orally, indicating clearly that 
tranquilizers build up severe allergic phenomena in the 
human body.* 

The most dangerous side effects involve the hemato- 
poietic system. There have been an increasing number 
of reports*-?° describing agranulocytosis due to tran- 
quilizers in the medical literature of all specialty groups. 
Many of these cases terminated fatally. 


In a more practical light, probably the most com- 
mon abuse of these drugs is that they are prescribed on 
a wholesale, cure-all basis without adequate familiarity 
with their indications, actions, side effects, and probable 
results in the various conditions for which they are 
used. Too many physicians, who are afraid to deal with 
the anxieties of their patients in a more realistic way, 
fall back on the use of these drugs as an escape from 
their responsibility to make an accurate psychiatric 
diagnosis; however, the availability of tranquilizing 
drugs does not relieve the physician of this responsibil- 
ity. Making as accurate a diagnosis as is possible is 
most important since each of the tranquilizers has a 
specific indication and contraindication in relation to the 
various psychiatric disorders. Nothing but the useless 
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waste of important therapeutic time and the strengthen- 
ing of the patient’s neuroses will result from nonspe- 
cific, shot-gun use of tranquilizers. 

The physician must learn more about the tran- 
quilizers if he is to use them effectively. This knowl- 
edge cannot be obtained from a 5-minute talk with a 
detail man or a cursory review of the material sent out 
by the drug manufacturers. Further, it must be recog- 
nized that in some instances there is a tendency to un- 
derplay the untoward effects of products. The physi- 
cian must become familiar with the types of emotional 
disorders that do or do not respond to this kind of 
therapy, and he must familiarize himself with specific 
indications, dosages best suited to the various emotional 
disorders, and potential hazards. In essence, he must 
learn just how a tranquilizing drug can be used so it is 
both safe and effective. 


Summary 


A case of simple anxiety reaction of adolescence, 
the treatment of which was obstructed by the abusive 


Secondary chondrosarcoma 
of the scapula* 


JAMES M. EATON, D.O., F.A.C.O.S. 
Philadelphia, Pennsylvania 

and 

RICHARD H. BORMAN, B.S., D.O. 


Des Moines, Iowa 


A MALIGNANT Cartilagi- 
nous tumor, develops from full-fledged cartilage. The 
term “secondary chondrosarcoma” suggests that this 
lesion arises from some previously existing neoplasm. 
Primary chondrosarcoma (or primary chondroblastic 
sarcoma) develops from normal cartilage in or about 
the epiphyseal area, according to Coley.1_ Secondary 
chondrosarcoma (or chondromyxosarcoma) develops 
from abnormal cartilaginous tissue. Geschickter and 
Copeland? classify these as peripheral lesions, including 
common solitary osteochondroma (osteocartilaginous 
exostosis) and multiple hereditary osteocartilaginous 
exostoses, or the central lesions, including solitary en- 
chondroma, Ollier’s skeletal endochondromatosis, and 
Paget’s disease (osteitis deformans). 

Primary chondrosarcoma occurs at an early age, 
usually around adolescence; it is a very malignant tu- 
mor and pursues a rapidly fatal course. Secondary 
chondrosarcoma is of low-grade malignancy and occurs 
at a later age period. This tumor has a tendency toward 
recurrences after conservative, usually inadequate sur- 
gery. Although differentiated clinically, these two types 


*This case was originally reported at the educational sessions of the 
American Osteopathic Academy of Orthopedics in St. Louis, October 
1957. In its present state, the case report was prepared by Dr. Borman 
as part of the requirements for postgraduate residency training in ortho- 
pedic surgery at the Hospitals of Philadelphia College of Osteopathy, un- 
der the direction of Dr. Eaton. ‘ 
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use of tranquilizers, has been reported. The cause and 
management of this condition are presented along with 


a discussion on the use and abuse of tranquilizers. 
Osteopathic Hospital of Kansas City 
926 E. 11th St. 
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of tumors are indistinguishable histologically. DePal- 
ma® states that approximately 20 per cent of all second- 
ary chondrosarcomas occur in the area of the shoulder 
girdle. 

Peripheral chondrosarcomas commonly arise from 
cartilaginous protuberances of bone intended for an- 
chorage of an important tendon with the cartilaginous 
ossification within the tendon. Trauma, however, seems 
to play no part in the malignant transformation.* 

Histologically, a cartilaginous tumor is considered 
malignant if it contains: (1) many cells with plump 
nuclei; (2) more than an occasional cell with two such 
nuclei; and especially (3) any giant cartilage cells with 
large single or multiple nuclei or clumps of chromatin. 
Areas of proliferating connective tissue and varying 
amounts of myxomatous tissue are seen interspersed 
with chondral elements in varying stages of differentia- 
tion. Irregular areas of calcification and ossification 
may be seen. 

Roentgenograms may disclose remains of a pre- 
vious chondroma or osteochondroma which appear as 
an irregular, granular, and blotchy mass evidencing is- 
lands of calcification and ossification. 

Treatment for chondrosarcoma is early radical sur- 
gery. Amputation is justified. DePalma,® Bateman,° 
and Coley’ report excellent results with total scapulec- 
tomy for secondary chondrosarcoma of the scapula. 
From 2- to 20-year cures have been observed. 


_Case report 


A somewhat obese 68-year-old white woman was 
admitted as an ambulatory patient to the Orthopedic 
Service of the North Center Unit of the Hospitals of 
Philadelphia College of Osteopathy on April 6, 1957. 

Her chief complaint was a mass in the left scapular 
area, first noted 2 years prior to admission and progres- 
sively increasing in size. She reported relatively rapid 
growth of the tumor during the past 6 months and late- 
ly had noticed some difficulty with motion of the left 
shoulder. She reported pain that radiated down the left 
arm but not sufficiently severe to necessitate analgesics. 
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Fig. |. Tumor of left scapula, posterior view. 


Some local sensitivity in the region of the tumor was 
noted. 

Approximately 13 years ago the patient underwent 
an operation for removal of a “benign” tumor of the 
left scapula. A portion of the left scapula was removed 
with the tumor. There was no recurrence until 2 years 
ago. 

An abstract of the patient’s clinical record from 
the Northern Division of Albert Einstein Medical Cen- 
ter stated that on June 5, 1944, she underwent subtotal 
resection of the left scapula for removal of an osteo- 
chondroma, noticed 1 year prior to admission. Report 
of x-ray examinations after operation stated that “the 
entire chondromyxosarcoma has been excised including 
the entire infraspinous portion of the scapula. The 
glenoid cavity is intact.” 

The patient had had epidemic parotitis during her 
childhood and recently had been taking medication for 
“high blood pressure.” Other medical history was not 
relevant. 

Physical examination showed this woman to be 5 
feet in height, and 151 pounds in weight. Her blood 
pressure was 180/98 mm. Hg. There were varicosities 
of both lower extremities. Otherwise the patient’s 
physical condition was compatible with her age and 
stature. 


Fig. 3. Oblique r tg gram of left should 


Fig. 2. Tumor of left scapula, lateral view. Previous incisional scar may be faintly seen. 


On the left scapula there was a firm, rounded but 
lobulated, insensitive mass, measuring approximately 7 
by 9 inches at the base and elevated about 5 inches from 
the posterior thoracic wall (Figs. 1 and 2). It appeared 
to be attached to the left scapula and obliterated its 
normal configuration. Motion of the left scapula and a 
attached tumor was negligible. Abduction of the left 
arm was limited to shoulder level. There were no clini- 
cal evidences of other musculoskeletal lesions. 

Complete blood counts (both preoperatively and 
postoperatively), urinalysis, and tests for blood sugar 
and blood urea nitrogen showed results within normal 
limits. The serologic tests for syphilis were nonreac- 
tive. The erythrocyte sedimentation rate was reported 


Fig. 4. Characteristic amorphous calcification shown in tangential roent- 
genogram of left scapula. 
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Fig. 5 


Fig. 5. Low-power microphotograph showing gross histology of tumor. 


as 55 mm. per hour. An electrocardiogram suggested 
myocardial disease. Presurgical cardiovascular consul- 
tation was held, and a clinical impression of hyper- 
tensive vascular disease with cardiac enlargement was 
noted. The patient was rated as a less-than-average 
surgical risk. 

Roentgenographic evaluation of the left shoulder 
girdle at admission revealed a “massive soft parts tu- 
mor ... [with] amorphorus calcifications . . . sugges- 
tive of chondrosarcoma . . . alterations in the config- 
uration of the left scapula . . . being deficient at the 
lower portion (possibly due to prior surgery, or part 
of the tumor pathology.)” (Figs. 3 and 4). X-ray 
studies of the lung showed “no involvement of the 
pulmonary tissues by the tumor mass.” 

Five days after admission the patient was subject- 
ed to subtotal left scapulectomy under intravenous so- 
dium Pentothal and closed nitrous oxide anesthesia. A 
transverse incision was made over the tumor. Anatomic 
landmarks were obscured and distorted by the immense 
tumor. Neither skin nor other adjacent soft tissues 
appeared involved. After resection there remained only 
the acromion and coracoid processes, the neck of the 
left scapula, and the glenoid cavity. The left arm was 
immobilized in a Velpeau-type bandage. Blood loss was 
minimal. A transfusion of 500 cc. of whole blood was 
given during operation. 

Laboratory study of the excised tumor showed a 
larged well-circumscribed mass 20 by 15 by 10 cm. 
Bone apparently was replaced by sarcomatous fleshlike 
tissue. On microscopic examination the periphery of 
the tumor showed dense sclerotic connective tissue and 
some myxomatous change, below which were facets of 
atypical cartilage cells with enlarged nuclei. Some 
lacunae contained double nuclei and others appeared as 
giant cartilage cells. The center of the tumor showed 
areas of myxomatous degeneration interposed with 
areas of calcification and ossification (Figs. 5 and 6). 
Pathologic diagnosis was chondrosarcoma of left 
scapula. 

The patient made a rapid and uncomplicated re- 
covery. Supportive measures included osteopathic ma- 
nipulative therapy, venoclyses, and therapeutic doses of 
vitamins. 


The patient was discharged in good clinical condi- 
tion on the eleventh postoperative day. Sutures had 
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Fig. 6 


Fig. 6 High-magnification microphotograph of tumor showing malignant 
cartilage cells: giant cells, plump nuclei, and double nuclei. 


been removed and the wound was healing well. The 
left arm was still supported in a Velpeau bandage. 

Clinical and roentgenographic examinations made 
during the next 6 months showed no evidence of recur- 
rence of the tumor. The patient is regaining use of the 
left shoulder without evidence of dislocation. 
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Black lesions of the skin 


> From the practical viewpoint, disregarding differences 
of opinion relative to the origin of nevus cells and mela- 
noma cells, microscopic examination must supplement 
clinical diagnosis cf melanoma and related tumors. At 
present, it is only in this way that accurate diagnosis 
may eventually be attained. Consultation is advisable on 
any microscopic section that suggests the diagnosis of 
melanoma. The life history of the neoplasm, with its 
many vagaries, should be appreciated by the pathologist, 
so that the best possible therapeutic management for any 
stage of the disease may be recommended. In this way, 
the prognosis can be improved. S. William Becker, M.D. 
—California Medicine, March 1958. 
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Rescript: A phase ends— 
A new phase begins 


The publications of the profession are the eyes 
through which it looks at itself and is looked at. Almost 
3 years ago, a new look at the osteopathic movement 
was described as “The Road Ahead for Osteopathy.”* 
Since then a number of JouRNAL editorials, one special 
article? and A Source Document® have been published 
with the same intent, “‘to identify ourselves to ourselves, 
mark out our goals, . . . and identify ourselves to other 
groups, professions, and societies.” The most recent 
of the series (and for the present, its last) was pub- 
lisked in the April 1958 JourNa., “The Osteopathic 
Situation and Effective Communication.” 

At first, the look was constrained—where does os- 
teopathy stand today and where is it headed? Later its 
perimeter was enlarged to include questions that face 
all social groups today: Where are we? How did we 
get here? Where are we going? 

It is true that these articles were one-man interpre- 

1, Editorial article: The road ahead for osteopathy. Forum Osteop. 
29:277-286, Nov. 1955. 

2. Page, L.: Perspective. Forum Osteop. 29:389-394, Feb. 1956. 


, 3. Keesecker, R. P.: A source document. The osteopathic movement 
in medicine. American Osteopathic Association, Chicago, 1957. 
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tative, and thereby distorted to those whose view of 
osteopathy is from a different angle. For errors, off- 
balance conclusions, and mistakes in judgment the As- 
sociation’s Editor alone has been responsible, and will 
continue to be. That is both the privilege and the 
penalty of being an editor. It must be said, however, 
that no editor worth his salt will work in a vacuum. 
Although his vantage point is high, he is not a weather 
vane. Yet his worth is measured by his ability to sense 
how winds are blowing. 

Editorial interpretations in the publications have 
often been pushed to the point of conclusions, but it 
should be borne in mind that their sources were care- 
fully searched out and deeply grounded. Editorial cor- 
respondence has been profession-wide ; advice and con- 
sultation have been sought more often from without 
than within organizational bonds (there observation and 
direct contact obtain) ; and in certain instances, surveys 
made according to standard technics of the sampling 
method have been utilized. 

Through the profession’s publications, exploration 
and definition of the profession’s purposes have pro- 
ceeded until it has become apparent that the orders of 
the day for osteopathy are threefold: first, to ensure 
active communication within the profession; second, to 
gain better relations between the professions of medi- 
cine and of osteopathy; and third, to acquire effective 
communication with all social groups, especially philan- 
thropic foundations and granting agencies. 

Examination of the osteopathic situation—no static 
thing—increasingly reveals mounting ambiguities and 
the confusions that grow out of a refusal of the pro- 
fession to recognize contradictions and work around 
them. To hesitate to do so is to deny reality. 

At a time when the osteopathic situation is sharp- 
ening, the profession is confronted by society’s demand 
that it fulfill its obligation to furnish physicians and 
surgeons in no way divorced from the fundamental 
facts of medicine. What osteopathy has sought for 60 
years to possess it now possesses, unlimited practice 
rights where they count most. Exceptions but prove 
the rule and embarrass states that deny those rights. The 
next step is inevitable—seek support for medical edu- 
cation under osteopathic auspices in such amount as to 
avert the profession’s “clear and present danger.’’* 


How can adequate support to osteopathic education 
be secured? Widely establish the authenticity of the 
profession and upon that basis make an appeal for help 
in terms simple enough to be understood by any literate 
person. And leave off such arrogance as is common to 
small and comparatively ineffective groups. Any appeal 
must be simple, brief, and clearly identifying. It should 
contain no jargon, be it philosophic, scientific, or osteo- 
pathic. Jargon is a useful thing, but it remains a special 
language-pattern created for communications among 
members of groups (e.g., within the osteopathic pro- 
fession itself). Used outside its sphere, it cuts off 
communication. It is just as simple as that. 


THE JouRNAL’s role in communication is both in- 
terpretative and supportive: (a) to stimulate within 
the profession an examination and discussion of its 
situation, and (b) to analyze and define its contribution 


4. Editorial: A clear and present danger: The vanishing D.O. J. 
Am. Osteop. A. 56:737-739, Aug. 1957. 
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to medicine in terms of theory and practice. The first 
is under way; the second has yet to be achieved. 

Some sectors of the profession are in a first phase 
of reaction to 3 years of editorial stimulation—resist- 
ance or, in some instances, outright opposition. Human 
beings are alike. Confronted with an idea different from 
our own, we usually dismiss it with smug complacency. 
If we do not understand the idea, we rarely trouble to 
equate its terms or premises with those we hold. Mis- 
understanding becomes opposition and our criticism 
takes off from mid-air. A scientist recently observed 
that this is a common characteristic of scientists faced 
with the ideas of another school of thought. How much 
more it is true of most of us whose levels of thought 
assumedly move much less objectively than do those of 
the scientist? Inability to re-examine its situation and 
to describe it in ordinary terms not only divides one part 
of our profession from another, but prevents it from 
agreeing on a brief and simple statement about osteop- 
athy that would be a way to effective communication. 

Society refuses to look at our scientific and phil- 
osophical treatises. It has not done so for 60 years, nor 
will it do so until we remove the artificial barriers— 
our special language curtain—that sets us apart from 
society at large. No matter how much new truth we 
may possess or arrive at, the way to our recognition by 
the corpus of science, scientists in general, and the 
social body depends upon effective communication. 

The evidence has been mounting month by month 
that presently it is not possible to formulate a state- 
ment acceptable for use in an appeal to support medical 
education under osteopathic auspices. What is the basis 
for believing that such a statement cannot be made ac- 
ceptable? THe JourRNAL has just completed a survey 
of the profession based on the sampling method—a 
survey that technicians agree would reveal accurately 
the thinking on given questions of approximately 1,500 
to 2,000 of the profession’s leaders. 


Those who made up the sampling were asked to 
express their opinions on a two-page (typed) statement 
on osteopathic education submitted as a possible edi- 
torial for THE JouRNAL. The purpose of the sampling 
was to determine whether or not a working climate of 
opinion (not an agreement) could be demonstrated in a 
group as representative of the creative thinking of the 
profession as was the sample, although the consultants 
included no administrative officers of the A.O.A. or of 
osteopathic colleges. Several scientists were included 
because as teachers in osteopathic colleges they reflect 
varying points of view about osteopathic education. The 
replies almost equalled the number sampled. 


There was complete unanimity on three ideas ex- 
pressed in the submitted statement: Osteopathic educa- 
tion has become one with the mainstream of medical 
education. Its pattern follows prevailing standards 
established as essential to the training of physicians. 
Osteopathic physicians pursue no closed system of 
medicine. Further, the respondents seem convinced 
that the profession should find a way to tap adequate 
financial sources if present standards of osteopathic 
education are to be maintained. 


At first glance, it appears that there is not only a 
common climate of opinion in the profession but also 
solid ground for agreement. Careful study of the re- 
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plies, however, reveals only safe agreement: The 
respondents are for superior medical education under 
osteopathic auspices; they admit to no cultist system 
of teaching or practice; and they grant the need for 
financial subsidy—in a word, they are for “home and 
mother.” 

From that point on divergence takes over. As a 
group, a sizable majority appears to see no crisis in 
the osteopathic situation. Those who admit a possible 
crisis attribute it to totally different factors. A very 
few, however, state without reservation that failure to 
secure adequate subsidy for osteopathic education (far 
above that now obtained or that seems obtainable in the 
foreseeable future) threatens the profession’s existence, 

There is wide variance on the worth of establish- 
‘ing good relations between osteopathy and medicine as 
professions—still wider variance on the effect of good 

relations upon philanthropic giving to osteopathy. 

There is a group that believes that one thing is 
paramount: Any statement made in the interest of effec- 
tive communication must above and before all else state 
clearly the profession’s “distinctiveness,” “difference,” 
and “separateness,” in comparison to the profession of 
medicine. In effect, this group of respondents would 
strongly emphasize osteopathy’s contribution to medi- 
cine as a “heritage.’”” Those most voluble rate a simple 
and brief statement of identification expressed in un- 
derstandable language a compromise if not a “sell-out” 
of osteopathy. 

For the divergencies revealed by the survey, it was 
not possible to find a common denominator—no con- 
sultant knew that he was to be part of a profession-wide 
sample. That there was no agreement by a substantial 
number of respondents on a particular statement on 
osteopathic education is of little moment. That some 
suggested word changes, variations in the way an idea 
should be expressed, was healthy and normal—and 
quite to be expected. It is to be regretted that the ma- 
jority of those sampled rose to the defense of a stand- 
point unrelated to the intent of the statement. What is 
more significant is the fact that an authentic sample of 
the profession seem frightened by the thought of any 
kind of a simple statement—as frightened as our 
European forebears must have been of the pox, know- 
ing it would likely lead to their deaths! They seem to 
feel a need to be complex and profound while remain- 
ing unaware of our need to face the problems of com- 
munication, identification, and purpose and to solve 
them in concrete terms, saying, “These things we will 
do! And we will work together until we get them 
done.” 

The sampling reveals that we have as yet no work- 
ing climate on this matter, only group climates. With- 
out a working climate, there can be little hope for 
agreement on how to formulate an appeal for adequate 
funds for osteopathic education that will ensure its 
reading by those for whom it is intended. 


This sampling points up the tremendous task of 
instituting effective communication within our profes- 
sion and much more outside it. Further, various groups 
seem to be changing into blocs that are becoming po- 
litical in character—political in the sense that the con- 
victions of individuals are hardened into a bloc that 
disregards all views on an issue except its own and 
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fights to make its view dominant. The result is that 

rtiality and bias outweigh worth and expert opinion, 
and suspended judgment is lost in the struggle, a cir- 
cumstance this profession has witnessed in other pro- 
fessions. We should know the injustice inherent in such 
attitudes. 

A studied analysis of this survey, supplemented by 
editorial correspondence, forces the surveyor to con- 
clude that it is time for THE JouRNAL to rest from 
further attempts to explore, interpret, and suggest. In- 
dividuals and groups on the whole appear less con- 
cerned about goals than they are with methods of their 
attainment. The eyes of too many are glued on the 
next step ahead and not on the horizon—where the 
real goal lies. In some areas of the profession the 
struggle has become more important than the matter for 
which its members are struggling. 

Communication within a profession cannot be es- 
tablished in editorial offices. There, only ways can be 
suggested—the profession itself must search out and 
determine the way. For this reason the April 1958 
JourNAL editorial will be the last of its kind for “a 
season.” “The Osteopathic Situation and Effective 
Communication” was an examination of the criteria of 
establishing communication and was written in sequence 
to the March 1958 editorial entitled “A Coin Has Two 
Sides.” Taken together, they suggested one way by 
which a simple, brief, identifying statement about medi- 
cal education under osteopathic auspices could be 
evolved. Editorials of the last 6 months were written 
in an attempt to explain an enigma: After 60 years, 
why are we still so far away from getting effective 
communication among ourselves, not to mention outside 
our profession ? 

The osteopathic profession has always had a vig- 
orous, logically thinking center (to use a political 
term) ; otherwise it never would have won its legislative 
battles. Within its center, however, there have been, and 
are today, strong dissidents—a healthy state, providing 
dissent does not presage inflexibility. How much this 
survey reveals merely dissent and not the closed mind 
has yet to be determined. Such conclusions emanate 
from struggle within a social group. Osteopathy is not 
different. In the long run, it does not matter funda- 
mentally whether a conclusion is born out of high-level 
discussion and dialogue or, when issues sharpen, is 
determined at a political level. When pressed, even 
scientists move away from dialogue, disputation, and 
debate, to outright political alignments. 

THE JouURNAL has one interest: to help establish 
a working climate where the profession wills to stay 
and work together to weld its center into an instrument 
to meet society’s needs in the osteopathic situation that 
exists today, not one of a half century ago, nor one that 
may exist in some medical utopia a century hence. 


If a working climate is to be achieved, it means 
that the leaders of our various opinion groups must be 
ready to sacrifice their own sacred cows and influence 
their followers to do likewise. Such leadership must be 
operative at all levels, but especially in the field where 
the profession’s legislative (House of Delegates) and 
executive (Board of Trustees) bodies originate. The 
Association’s administrative officers and its Headquar- 
ters Staff (of which the Executive Secretary is the co- 
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ordinator, the Editor a member) can render a service 
no richer than the profession permits them to render. 
An A.O.A. President can be the profession’s most 
shackled person unless it backs him whole-heartedly in 
his efforts to advance its interests and lead it into wider 
fields of service. 

The survey just completed indicates most of all the 
need for grass-roots exploration, examination, and ac- 
tion. Organized osteopathy has a Committee on De- 
velopment. That yeastlike term sounds exciting. But it 
suggests a probing question: Development of what? 
And to what purpose? The A.O.A. Committee on De- 
velopment (House-Board authorized, possessing a con- 
siderable prerogative) is earnestly working at its task. 
Questions about development are asked here because 
of the obvious lack of a working climate in the pro- 
fession. Does the Committee possess a compass un- 
known to our different blocs, each of which seems to 
have one oriented to its peculiar pole? The task of the 
Committee on Development seems formidable in the 
light of these conditions. 

Happily, however, there is sharp disparity between 
what is said or written for official purposes and what is 
brought out by some need that must be met. The fact 
is that at such times, the profession acts with a realism 
that it does not always talk. Its leaders have no. diffi- 
culty in making a simple and brief statement of the 
profession’s position when they appear before a state 
legislature or the Congress of the United States (actual- 
ly at hearings held by respective committees of these 
bodies). At such hearings one finds no special language 
exhibited, no exposition of one-man theories, none of 
the jargon by which some leaders isolate themselves 
and eventually our profession from society. In these 
hearings there is no display of arrogance, the better 
to outdo the arrogance of the “enemy.” Neither is there 
the attitude often assumed elsewhere as a matter for 
boasting—“I am of Paul; and I of Apollos; and I of 
Cephas. . ...” 

Those who complain bitterly of blocs often seem 
to be the tightest bound to a single view. Upon these 
persons THE JoURNAL’s suggestions have had a con- 
trary effect. Instead of stimulating discussion on the 
ways to communication, some respondents to the sur- 
vey, as well as JouRNAL readers, claim that a case is 
being made for a new breed of sacred cows—in this 
case a specialized breed named “Physical Medicine and 
Rehabilitation.” Instead of a simple ordinary term 

(physical medicine—as old derivatively as “medicine” 
itself) set in lower-case type, it would seem that THE 
JourNnaL has gone out for a new jargon with “caps” 
(P.M. & R.), training programs, a certifying board, 
and a carload of gadgets, including “electrosonic and 
heat modalities, muscle exercises, post-traumatic re- 
habilitatjon, etc.,” as one correspondent has described it! 

What ordinary words can conjure in minds that 
are already conditioned to another response! There is 
no magic in the simple term, “physical medicine.” No 
claim has been made that these two words are a new 
“Open sesame!” Certainly they do not refer to “Physi- 
cal Medicine” as a specialty either of the profession of 
osteopathy or the profession of medicine. 


Contrary to certain of its critics, THE JOURNAL 
makes no special case for any position save one: Get 
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effective communication under way within and without 
the profession. To its critics THE JOURNAL would say: 
“How do you propose to unshackle osteopathy? Only 
do not forget it has been imprisoned for 50 years. Show 
us the key!” 


THe JouRNAL has merely emphasized that there 
have long been three phases to getting people well: the 
exhibition of drugs (pharmacology), the employment 
of physical methods which include manipulation (in 
this connection, ‘‘osteopathic” treatment) and operative 
surgery, and mental healing (psychologic and psycho- 
analytic technics). Because of their centuries of use, 
these phases have been referred to in this column as 
“universal concepts.” But medicine has become so 
specialty-conscious and doctors have become so condi- 
tioned to a categorical response, that it appears quite 
impossible for us to think in everyday terms. We 
forget that intelligent people outside our discipline and 
its practice are not so obsessed, nor perhaps so 
“learned” ! 


THE JOURNAL is not editorially concerned with 
specialties, “schools of medicine” (meaning systems of 
treatment; medical systems are nonexistent and the 
use of the term “school of medicine” other than in an or- 
ganizational or political sense is:thoroughly outmoded), 
or emphasis of one healing principle to the de-emphasis 
of others. This column, however, would exclude no 
conceptual medical thinking, providing such thinking 
does not get off base. Conceptual thinking, always ini- 
tiated by a creative minority, continually revitalizes any 
discipline ; and-there are proper places for its presenta- 
tion. The usefulness of medical conceptual thinking, 
however, can be measured by two questions: What do 
-I miean by this statement ? How do I validate this state- 
ment? These questions answered will restore the arm- 
chair reasoner to the world of investigation, which is 
primarily denotative in character. 


To repeat, medical philosophy has not been the 
primary concern of this column for the past 3 years. 
Effective communication has been and is its concern— 
when related to osteopathy and the human situation 
within which it must function. Again, it must be point- 
ed out that osteopathy’s place and its contribution to 
society must be defined in terms simple enough to be 
understood by any literate person. 


THE JouRNAL has suggested one way by which 
such understanding might possibly be achieved. That 
suggestion has met with considerable resistance. In all 
countersuggestions thus far, the definitions offered 
were meaningless except as special language—repetition 
of a half-century habit. It is an interesting fact. that 
the man responsible for the initiation of this profession 
used the language of his time and practice and created 
no mumbo jumbo. He can be understood today, how- 
ever, only within the usage, practice, and limitations of 
his day. Modernized, his words become jargon to be- 
tray their writer and confuse today’s reader. And 
therein we denigrate the man. Without understanding, 
there is no communication, whether it be today or a 
half-century ago, much less revitalization. A sense of 
immediacy in the matter of effective communication 
seems nonexistent, except for a few. Such is the osteo- 
pathic situation in relation to communication. Is the 
profession’s seeming unwillingness to search out a way 
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portentous—a kind of foredoom due to an ideological 
schizophrenia? Results of the survey suggest such aq 
question is at least pertinent. 

THE JouRNAL rests its case for effective communi- 
cation with this analysis and a rescript of 3 vears of 
publication. It now turns from an interpretative phase 
of editorial writing to one supportive. The fact is that 
the clear and present danger is a much broader matter 
than that defined in the October 1957 JouRNAL. The 
danger is inherent in a profession that would regard 
the osteopathic situation and effective communication 
as problems not solvable by ordinary methods. Here 
would seem to be a special case wherein simplification 
creates a greater danger than the one it seeks to over- 
come. Further explanation appears to be leading to less 
clarification. 

THE JOURNAL at no time has suggested that it 
alone has the solution to effective communication. It 
has stated that the profession dare not disregard the 
orders of the day, unless it can disprove the orders! 
If it has been editorially disagreeable and opinionated, 
it has been so only to fulfill the historic purpose of a 
press—to interpret happenings in the light that it sees 
them, and to point to signs along the road. A press 
may be wrong, but its wrongness is often cancelled by 
the rightness that it sets in motion. 

What Tue JourNat should support in its newer 
phase can be determined only by the profession. To list 
and describe the times when osteopathy has been at the 
brink of a crisis would exhaust the pages of this issue. 
Again, the call to the profession is to stay and work 
together in spite of differences, until it achieves a work- 
ing climate (not an agreement). This it did from 1953- 
1955 about one specific matter. 


Identification of ourselves that we may become 
understandable to others, communication within our 
midst that we may communicate without, unification 
that will overcome our inertia and move us forward 
toward the definable concrete goal evoked by our pri- 
mary obligation to society: the osteopathic situation to- 
day hangs upon these matters. Only out of their recon- 
ciliation will come effective communication. 

To ask this may be utopian; to seek it is not 
politic ; practical men say it will not get done ; added up, 
the matter spells “impossible.” There is but one catch 
to all of these certain and sure answers. The profes- 
sion of osteopathy is here because over a 60-year span, 
it has accomplished the impossible. For the moment we 
are stopped by our “momentum of inertia.” It can be 
overcome only by a “momentum of activity.” 

If this rescript casts gloom, it has betrayed its 
intent. Three hundred years ago a highly responsible 
person and a write: had just finished describing the 
human situation in his day, and his description was not 
bright. Then he said: “I am now, therefore, to speak 
concerning hope.” To speak concerning hope is to give 
hope. The osteopathic profession has won its right to 
be greatly challenged. Only those greatly challenged 
are privileged to respond greatly. Full and free re- 
sponse means creativity—revitalization. At the opposite 
pole all that remains is a whimper. A choice is still 
possible. And therein lies hope for the osteopathic 
movement in medicine and for the society that has 
challenged it. 


Journav A.O.A. 


ological 
Such 


IMunj- 
ears of 
© phase 
is that 
Matter 
L. The 
regard 
ication 

Here 
ication 
Over- 
to less 


hat it 
n. It 
d the 
ders! 
lated, 
of a 
Dress 


d by 


wer 
) list 
the 
sue, 
ork 


Notes and COMMENTS 


THE of Know 
National Health Council is 

now available and may be your 
secured directly from the partner 


Council, 1790 Broadway, 

New York 19, N.Y., for 

$1.00 a copy. It is important that physicians know 
much more about the Council than they do, because it 
is in reality in partnership with them. Its sixty-two 
member agencies reach deep into the heart of Ameri- 
can communities to insure public and professional par- 
ticipation in health improvement programs. In the 
Directory are succinct descriptions of the broad ob- 
jectives, the immediate program, and the services of 
each agency. 

There is scarcely an American community large 
or small that should not be engaged in at least one or 
more phases of this partnership venture, whether it 
be that of mental health, alcoholism, heart, rehabilita- 
tion, or a dozen others that could be selected to meet 
the needs of a particular community. The physician 
who becomes acquainted with the outreach of NHC, 
will find himself challenged, not to rush out and start 
some local health organization, but to speak a quiet 
word of counsel and encouragement to persons ready 
and willing to lead in community betterment. Much 
human wastage occurs because people do not know how 
to direct their efforts and energies creatively. Such 
projects can be therapy for certain patients. Health 
leadership by physicians has become an obligation. It 
cannot and will not be afforded by a doctor who is 
uninformed. The Directory of the National Health 
Council should be a part of the working sources of his 
broader library. 


Heart THE Fact of the matter—a 
of he first national conference on 

nursing homes and homes 
matter for the aged, held under 


Public Health Service aus- 

pices—was told in a short 

news story in the A.O.A. Activities section of the April 

JournaL. There it was pointed out that the American 

Osteopathic Association was a participant in the na- 

tionwide conference at Washington, D.C., February 25 

to 28. Dr. James O. Watson, Columbus, one of 150 

delegates from 28 states, was the Association’s accredit- 

ed representative. For details, readers are referred to 
page 546 of the April JourNAL. 

The heart of the matter is quite other than its fact. 

It bears a significance so closely related to the practice 
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of medicine anywhere and under all conditions that its 
clean-cut presentation by L. E. Burney, M.D., Surgeon 
General, Public Health Service, demands summary 
here. Dr. Burney’s paper, ‘““The Heart of the Matter,” 
dealt with what he termed “the human factor.” He 
called upon the delegates to keep their attention fo- 
cused upon it during their 4-day study. Without mini- 
mizing necessary impersonal factors that are steps 
toward the goal of better service, danger lies in respon- 
sible persons becoming preoccupied with their ordinary 
concerns: physicians dealing with diseases, diagnoses, 
and prognoses through which their patients are trans- 
formed into “cardiacs,” “paraplegics,’ or whatnot; 
nurses busied with “technics,” “medications,” and “su- 
pervisory problems” ; each member of an entire person- 
nel oblivious to everything except his specialty. Thereby 
an undertaking ends in total peril to careers, organiza- 
tions, institutions, and people. Impersonality is corro- 
sive to personality and renders the human a thing. 

The meaning of humanness with its implicit diffi- 
culty of attainment, has never been better put than in 
this story by Dr. Burney—this story that is ‘the heart 
of the matter’: 


Today in a nursing home not far from here there is a little 
old lady aged 90 years, a former school-teacher. She is happy, 
active, comfortable, busy with her crossword puzzles, books, and 
newspapers; taking her daily walk around the block with the 
aid of her aluminum walker; watching the world go by from 
her cheerful front-room window. 

I am glad you did not see her a year ago. A series of heart 
attacks and mild strokes had made it impossible for her to do 
her housekeeping and manage her own affairs. She was alone 
in the world—without a single relative, living in the house that 
had been her home for nearly 50 years. Neighbors had helped 
as much as they could—or she would let them; they had tried 
to persuade her to sell the house and make other living arrange- 
ments. But like most folks, she wasn’t willing to admit she 
couldn’t take care of herself in her accustomed way. 

Her neighbors moved out of the old but rapidly deteriorat- 
ing neighborhood. Soon she became a prey to certain vicious 
types—creatures who offered to take full care of her house in 
return for free room-rent. Their next step was to borrow 
money from her whenever her pension check arrived—loans 
which were never repaid. Prized possessions (sometimes essen- 
tial household articles and clothing) found their way to second- 
hand dealers—or “disappeared.” Often there was not enough 
money for food, heat, utilities. 

When the severe stroke came that crippled her, she was 
living in utmost squalor, helpless in an unheated room. The 
postman, missing her usual greeting and getting no response to 
his knock, summoned the police. After a few weeks in the hos-, 
pital, she was removed to a nursing home. 

There, with skilled care under a physician’s supervision, 
she was restored to her present state of self-care, better health, 
comfort, and good spirits. Her pension and funds from sale of 
her house will assure good care in the nursing home as long as 
she lives. Her remaining years, it is safe to say, will be far 
happier there than in any other settirig. 
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1 wish she could be on this platform this morning. I wish 
she could attend every section meeting. For she—and some 
300,000 other elderly people in nursing homes and homes for the 
aged—is the focal point of all your deliberations, the guiding 
star of this Conference. If there is any charge I would lay 
upon you, it is this: Never lose sight of her, or her counterpart 
in some home known to you. 

The outreach of this story is such as to encompass 
the practice of medicine by any person entitled so to 
dg whether his practice be ordinary or one within a 
special situation. Once the physician—he of the little 
black bag—could not escape the humaneness of prac- 
tice. It surrounded him in the home into which he 
walked as the healer ; it pervaded his office into which a 
patient came as a friend. 


Dr. Burney called attention to the age-old dread 
of institutions, and to the fact that hospitals have be- 
come acceptable only in the twentieth century. Not so 
long ago they were places to be dreaded. The nursing 
homes have inherited that ill-repute—they are now the 
point of no return. But, like hospitals, nursing homes 
must become places into which the aged of all classes 
will go and live. That is one of society’s challenges to 
medicine. 

“In these matters,” said Dr. Burney, “I come back 
to our guiding star—the little old lady in the nursing 
home,” not that she wears a halo, nor that she will 
not be resistant to necessary change, nor that she will 
be easy to help. 

Each of these matters is the business of physicians 
—whether it be society’s latest and complex problem of 
the total care of the aged, or the problem of compre- 
hensive health care of the workaday people who con- 
stitute much of daily practice. Both are focalized in the 
patient. Dr. Burney’s word is applicable, not merely to 
nursing home personnel, but to every human being con- 
cerned with the sick: “Keep the patient at the center 
of all your deliberations. Neglect none of the zones that 
surround him—the individual institution, the local com- 
munity, the state, the entire nation.” 

The speaker’s point of view was at one with the 
thinking of the last years of Alan Gregg—a principle 
destined to flower in what he termed “Great Medicine.” 


Robbery THREE TYPES of quackery 
qd are currently rated of 

= major importance by Dr. 
murder Albert T. Holland, Jr., 


medical director of the Food 
and Drug Administration: 

1. Worthless cancer remedies. 

2. Worthless therapeutic devices represented for 
the prevention and treatment of diseases. 

3. Health food peddlers and problems of nutri- 
tional quackery in general. 

The volume of medical quackery is on the rise. 
Physicians are fooled by masks of pseudo-science, 
worn by exploiters of mineral supplements, endocrines, 
and vitamins—the successors to the patent medicine 
man of 50 years ago. These charlatans reach the public 
through the physician transformed into a middleman. 

Ten thousand patients are reliably reported under 
Hoxsey cancer “treatment and observation,” bringing 
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in a revenue of over $1 million aunually. This, in spite 
of the Government’s warning posted in post offices— 
“Beware of the Hoxsey Treatment”—across the na- 
tion, and two Federal Court injunctions barring the 
treatment for interstate commerce. A gullible public, 
little realizing that quackery has all the aspects of rob- 
bery and murder, is kind to quacks. 


THE 1959 National Health Notes 
Forum will meet in Chi- 
cago during the week of i 
March 16 and will direct form 


national attention to the 

health of America’s work- 

ers. Dr. James H. Sterner, medical director for the 
Eastman Kodak Company and consultant in industrial 
health for the U.S. Atomic Energy Commission, has 
been named chairman of the Forum. He is a distin- 
guished physician and a noted leader in all phases of 
public and industrial health. {Members of the pro- 
fession interested in advancing its recognition should 
obtain the 20-page “Guide to Hospital Service Organi- 
zations,” a joint publication of three A.O.A. affiliated 
organizations—the national Auxiliary, the Hospital 
Association, and the national Guild. Address 212 East 
Ohio Street, Chicago 11. Academic jargon, a 
collegiate offshoot of gobbledygook, is being purged 
from Columbia University catalogs. Such language is 
a tradition of college catalogs. Object: to make the 
bulletins more understandable. They were inflated with 
the often meaningless language associated with the 
bureaucrat. Not only will the verbiage be cut, but cata- 
log ‘covers will be redesigned in the modern man- 
ner. Osteopathic colleges, take note of the possibility 
of a new appeal to prospective students. {Science 
Service reports that medical researchers find a signifi- 
cant increase in the blood cholesterol level of persons 
under emotional and mental stress—a reminder of John 
Hunter’s observation about himself as a sufferer from 
angina pectoris: “My life is in the hands of any rascal 
who chooses to annoy and tease me.” Hunter’s life 
(1728-1793) was snuffed out after an outburst of 
anger over a trivial disagreement with a col- 
league. {Virus infections and pregnancy are due 
for a careful study at the University of California 
Medical Center, Los Angeles, under a grant from the 
United Cerebral Palsy Association. Experiments with 
chick embryos have demonstrated brain injury by in- 
fluenza viruses. Question to be determined is whether 
or not vital infections other than German measles 
could result in serious brain damage to the fetus in 
the first months of pregnancy. {The nationwide 
interviews conducted for the Public Health Service by 
the U.S. Bureau of the Census on a representative 
sample of the population reveals that American people 
visited their physicians during the months of July, 
August and September, 1957, at a rate of almost five 
times a year. Nine out of ten of the visits were in 
the doctors’ offices. Persons living on farms used 
their physicians’ services during the quarter at a rate 
of 3.6 visits a year, compared with 4.5 for rural non- 
farm population and 5.1 for urban population. 
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MESSAGE FROM THE PRESIDENT 


OF THE A.O.A. 


> Since my April report to you, my travels have taken 
me from Atlantic City to Albuquerque to Fort Lauder- 
dale to Chicago, with stop-offs all along the way. Once 
more, as President of the A.O.A., I have gone cross- 
country to become acquainted with yet another cross 
section of osteopathy in action. 

A highlight of the Atlantic City meeting of the 
New Jersey Association of Osteopathic Physicians and 
Surgeons, held March 8 and 9, was the announcement 
that the 100-bed Cherry Hill Hospital, the first such 
institution to locate in Delaware township, will be ready 
for its first patient early in 1959. Cherry Hill will be 
the state’s fifth osteopathic hospital, with plans for the 
sixth under way. I came away with the conviction that 
a sizable part of the state’s hospital initiative is both 
sparked and fanned by the enthusiasm and work of the 
hard-working women of the N. J. auxiliary. New Jer- 
sey is home base for Dr. George Northup who will step 
into—and fill—the Presidential shoes next year. 

Late in March, I made my official visit to the 
Philadelphia College of Osteopathy. I enjoyed my 
meeting with its receptive student body, and was in- 
terested in going over the College’s development pro- 
gram with P.C.O.’s president, Dr. Frederic H. Barth. 
With him I visited the newly-acquired mansion on City 
Line Avenue in Philadelphia, and pictured on its sixteen- 
acre grounds P.C.O.’s campus, already in its beginning 
stage. The stately vine-covered mansion will be head- 
quarters for the college—with the hospital, library, dor- 
mitory and administration center following on its heels. 
The present college and hospital at 48th and Spruce 
Streets, in the city’s metropolitan section, will eventual- 
ly be given over to hospital service entirely. 

The Eastern Osteopathic Association convention, 
held in New York City March 29 and 30, was my next 
port of call. This was a good meeting, with an inter- 
esting clinical program. 

I was afforded a highly informative review of 
health legislation as it concerns osteopathy at the April 
12 and 13 meeting of the A.O.A. Public Relations De- 
partment. held at the Rod and Gun Club of Harper’s 
Ferry, West Virginia. It strikes me that our situation 
in the national health picture is good. We have the 
opportunity for a look-in on all plans, we have an inter- 
est in many of them, and are able to participate in an 
increasing number of them. 

Next I visited the convention of the New Mexico 
Association at Albuquerque from April 14 to 16. This 
is a live organization. All but eighteen of New Mexico’s 
doctors are members of the state association. I had the 
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pleasure of speaking to some fifty students of the Uni- 
versity of New Mexico, among them a number of 
young women, in premedical, predental, and allied fields 
of study. Without a medical school in the state, and 
with only forty-seven men and women attending medi- 
cal schools outside the state, New Mexico faces an even 
more severe doctor shortage than obtains in the country 
as a whole. 

I was the banquet speaker at the meeting of the 
American Osteopathic College of Proctology, held April 
16 to 18 in Fort Lauderdale, Florida. This was a good 
meeting, with about 150 members in attendance. I 
shared their interest in a closed TV showing of a surgi- 
cal operation in progress at the city’s Las Olas Hospital, 
an osteopathic institution. 

In Central Office at the week’s end, I spent Satur- 
day at the all-day meeting of the Committee on De- 
velopment, and Sunday with the Committee of the 
Osteopathic Progress Fund. I was gratified to see the 
hard work being done by the members of the Committee 
on Development, meeting for the third time since their 
appointments last summer by the House of Delegates. 
While a year can bring little more than a start, the 
Committee’s appreciation of the problems it faces was 
reflected in its several and lively evaluations of the 
draft of the brochure on osteopathic education that is in 
process in Central Office and is slated for publication in 
late May. The function of this Committee, as I see it, 
is to establish itself in an orbit that will permit it to 
look down objectively and so bring light to bear on the 
profession’s fundamental issues. This is a tremendous 
responsibility. 

I think I may safely say that the Sunday meeting 
of the Osteopathic Progress Fund Committee was one 
of the most productive of its 13-year history. Out of 
it came a revision of its “bread and butter” rules for 
basic budget support of osteopathic education. I think 
the revision and clarification boil down to these points: 

The minimal individual quota for each practicing 
physician is to be $100. 

Responsibility for meeting these individual quotas 
will rest with the divisional societies rather than with 
the national Association. In this shift in emphasis, the 
national organization will continue to give all possible 
assistance, but the responsibility for meeting quotas is 
to rest within the states, to be accomplished through 
support-through-dues programs, voluntary giving, or a 
combination of these and other methods. 

An individual doctor may decide where his contri- 
butions are to go: to all the colleges equally, to one or 
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A.O.A. ACTIVITIES 


more of them, or to particular programs within them. 

Finally—and I count this a fundamental policy 
statement—support through dues is to be considered the 
floor of the profession’s financial structure for educa- 
tion. Upon it, in each state, are to be erected further 
programs of voluntary giving. 

On the subject of the Foundation, I think the pro- 
fession may indulge in at least a degree of pride in the 
year’s fund-raising accomplishments. Mr. King, the 
Executive Director, tells me that by the end of this 
fiscal year, O.P.F.’s total will be close to $750,000. This 
will exceed last year’s all-time high by about $30,000. 
Among individual divisional societies, Indiana and Ohio 
have made exceptional records. 

The Christmas Seal program, the other fund-rais- 
ing arm of the Foundation, has gone over its 1957 goal. 
With an April 15 total of $65,700, it will doubtless 
round off at $66,000, making its fiscal showing $10,000 
above that of last year. This year’s simplification and 
refinement of method, especially in the Packet Plan, 
have brought a substantial reduction in operating costs 
—all of which paints a picture of rosy tints for the 
recipient Student Loan and Research Funds. 

I was unable to attend the meetings of the Bureau 
of Research and of the Bureau of Professional Educa- 
tion and Colleges, held on April 21 and 22. On those 
days I was making the annual presidential visit to the 
Des Moines College, and was carrying the Association’s 
greetings to both the 26th Annual Osteopathic Child 
Health Conference in Kansas City and the Kansas City 
College on the occasion of the dedication of its New 
Clinic. 

As President of our national Association, I was 
stopped in mid-stride by the Child Health Conference. 
It has found the secret of making a successful clinical 


meeting. C.H.C. started in 1932 as a local clinical pro- 
gram. It has developed into one of our largest national 
meetings, and draws physicians from all over the coun- 
try. What is its secret? Obviously a program of high 
clinical merit, put on by persons with teaching know- 
how. Our National Convention might well take a page 
from its book. 

The Kansas City College and its alumni are cer- 
tainly to be congratulated on the completion of the New 
Clinic—a highly functional center. It will provide health 
service to the public, and opportunity for supervised 
clinical experience to the college’s upperclassmen. [ 
brought away from the New Clinic a sense of space 
and color. 

I was back in Central Office in time to sit in on the 
Thursday and Friday meetings of the Bureau of Hos- 
pitals and of Public Education on Health, and to speak 
at the banquet of the Illinois Osteopathic Association 
Saturday night at the Palmer House. 

Between now and the opening of the National Con- 
vention, I will visit ten divisional society conventions, 
to be held in Tennesse, my own Minnesota (where, in- 
cidentally, Christmas Seal returns went up 61 per cent 
over last year), Texas, North Dakota, Georgia, Cali- 
fornia, Indiana, Virginia, Iowa, and the Northwest 
Convention of Washington and Oregon. 

Then will come Washington, D.C., with what I 
am convinced is to be a really fine Convention. The 
educational program sounds appealing, and I am im- 
pressed by our utilization of the resources of our Gov- 
ernment Health Agencies. Top flight men are to be 
on our program, and we are taking advantage of the 
National Institutes of Health to see what is being done 
in the fields of research and experiment for such con- 
ditions as cancer, arthritis, metabolic diseases, blindness, 
and neurologic and psychiatric disorders. 


306 Granite Exchange Bldg. 
St. Cloud, Minnesota 


ROY J. HARVEY, D.O., Chairman 


DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O., Chairman 


Minnesota Legislative Commission 
visits osteopathic colleges 


> The Legislative Commission to Report on the Prac- 
tice of Osteopathy in the State of Minnesota, created at 
the 1957 session of the State Legislature and composed 
of five senators and five representatives, appointed 
subcommittees to visit the six osteopathic colleges dur- 
ing February and March. These visits were a part of 
the over-all study being made by the Commission to 
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determine the need for new legislation relating to the 
practice of osteopathy. 

Basic to this study is the fact that the present 
Minnesota Osteopathic Practice Act does not permit a 
doctor of osteopathy to practice in accordance with his 
complete professional training and education. Starting 
last September, the Commission undertook to hear 
evidence relating to the scope and character of osteo- 
pathic education and practice, and the manner and 
means by which doctors of osteopathy are licensed and 
regulated in the practice of their profession in various 
states. 

Four subcommittees appointed to visit osteopathic 
colleges and their teaching hospitals have just com- 
pleted their part of this over-all study. The institutions 
and the Minnesota legislators who visited them in- 
cluded : 


Journat A.O.A. 


Subcommittee one: College of Osteopathic Phy- 
sicians and Surgeons, Los Angeles, and the Rocky 
Mountain Osteopathic Hospital, Denver. Committee 
members: Rep. Clarence G. Langley, Red Wing, Chair- 
man; Sen. Harold Kalina, Minneapolis; Rep. Donald 
T. Franke, Rochester. 

Subcommittee two: Kansas City College of Oste- 
opathy, Kansas City, and the Kirksville College of 
Osteopathy, Kirksville, Missouri. Committee members: 
Rep. Edmund F. Conn, Alden, Chairman; Sen. Joseph 
Vadeheim, Tyler; Rep. Roy J. Schulz, Mankato. 

Subcommittee three: Chicago College of Oste- 
opathy, Chicago, the Detroit Osteopathic Hospital and 
Art Centre Hospital, Detroit, and the Philadelphia 
College of Osteopathy, Philadelphia. Committee mem- 
bers: Sen. P. J. Holand, Austin, Chairman; Sen. 
Magnus Wefald, Hawley; and Representative Schulz, 
Mankato. 

Subcommittee four: Des Moines Still College of 
Osteopathy and Surgery, Des Moines, Iowa; Chicago 
College of Osteopathy; Doctors Hospital, Columbus, 
Ohio ; and Detroit Osteopathic Hospital and Art Centre 
Hospital, Detroit. Committee members: Senator We- 
fald, Chairman; Sen. Fred W. Behmler, Morris, and 
Rep. George P. Grussing, Clara City. 

In addition to their visit to colleges of osteopathy 
and their teaching hospitals, these subcommittee mem- 
bers also visited medical schools in the areas in which 
the osteopathic colleges are located. Among them were 
the College of Medical Evangelists, Loma Linda, Cali- 
fornia; University of California School of Medicine, 
Los Angeles; University of Colorado School of Medi- 
cine, Denver ; University of Kansas School of Medicine, 
Kansas City, Kansas; University of Missouri School 
of Medicine, Columbia, Missouri; Stritch School of 
Medicine of Loyola University, Chicago; Wayne State 
University College of Medicine, Detroit; Temple Uni- 
versity School of Medicine, Philadelphia; and the 
University of Pennsylvania School of Medicine, Phila- 
delphia. Thus subcommittee members have become 
informed on the training of physicians and surgeons 
in the United States in both medical and osteopathic 
colleges throughout the country. 


These visits constitute the first comprehensive 
visitation to osteopathic colleges made by members of 
a state legislature. They have been completed in mini- 
mum time and with a comprehensiveness and interest 
reflecting credit upon the members of the Minnesota 
legislature. The visits are only a part of the whole 
study, and further hearings, it is stated, will be held 
in the coming months to complete the study. 


Medicolegal decisions 


Membership Disciplinary Action—A doctor of 
medicine was expelled from his county medical society 
upon the finding that he had violated the society’s Code 
of Ethics, which was in fact the Principles of Medical 
Ethics of the American Medical Association. The doc- 
tor filed a writ of mandamus to restore his membership. 
Held. Certain but not all of the findings upon which 
the expulsion from membership was based were set 
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aside by the court on appeal. Therefore the decision 
of the medical society should be reviewed by the society 
in order to determine whether a new or different pen- 
alty should be assessed. The relationship between the 
members and the group is determined by contract, the 
terms of which find expression in the constitution and 
bylaws. In any proper case involving the expulsion of 
a member from a voluntary unincorporated association, 
the only function which the courts may perform is to 
determine whether the association has acted within its 
powers in good faith, in accordance with its laws and 
the law of the land. Bernstein v. Alamedo-Contra 
Costa Medical Association, 293 P. 2d 862 (1956) 
(California). 


Bureau of Industrial and 
Institutional Service 


THEODORE F. CLASSEN, D.O., Chairman 


The President’ s Conference 
on Occupational Safety 


> Dr. Chester D. Swope, chairman of the A.O.A. 
Department of Public Relations, Dr. Theodore F. Clas- 
sen, chairman of the A.O.A. Bureay of Industrial and 
Institutional Service, and Milton McKay, A.O.A. gen- 
eral counsel, were guests of the President’s Conference 
on Occupational Safety, held March 25-27 in Washing- 
ton, D.C. 

The Conference theme was “Safety Conserves 
Manpower ... Manpower Builds the Future.” “Radia- 
tion purple,” a daylight fluorescent color developed by 
the Atomic Energy Commission to mark radiation haz- 
ards, supplanted the traditional safety green as the 
Conference theme color. 

Eight subject workshops, operating as study groups, 
evolved recommendations for incorporation in a report 
to the President. The workshop, “The Doctor and 
Nurse Contribute to Safety and Health” was moderated 
by Dr. Leo Wade, Medical Director, Esso Standard Oil 
Company. This report was made to the President: 


INTRODUCTION 


Medical personnel are dedicated to the prevention and treat- 
ment of injury or disease regardless of the cause. One of the 
major causes of disability and death is accidental injury. As in 
other fields of medicine, far more time and energy has been 
expended by medical people in the repair of the victims than in 
the prevention of the need for such repairs. This panel discus- 
sion has emphasized the urgent need for increased attention to 
the preventive medical aspects of accident control. 


RECOMMENDATIONS 


1. That the proper placement of workers be assured by ade- 
quate consideration of physical and emotional abilities and limi- 


tations. The same factors should be reconsidered at appropriate _ 


intervals throughout the worker’s employment to ensure safe 
and effective work performance. 

2. That dispensary services be used not only to provide 
emergency treatment of injury and illness, but also to provide 
health and safety education, personal guidance of the employee, 
the early detection of defects in the working environment or 
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A.O.A. ACTIVITIES 


equipment, the early recognition of disturbed workers and the 
evaluation of employee attitude and morale. 

3. That plant inspection tours by medical and allied profes- 
sional personnel be conducted at regularly scheduled intervals 
so as to stimulate line management in the maintenance of safe 
and healthful working conditions and to instill confidence in the 
workers. 

4. That medical personnel participate in plant health and 
safety committees, particularly in the review of accidents. Such 
participation should provide opportunities for the exchange of 
information which would contribute to improved safety record 
for the future. 

5. That managements of both small and large plants secure 
competent medical personnel prepared to cooperate in the kind 
of program outlined above. 

Selected recommendations from other workshops were: 


What Makes Us Work Safely ?—There is a great need for 
increased organized research dealing with human motivations in 
relation to safe behavior. 

Off-the-Job Safety: An Integral Part of Your Safety Pro- 
gram.—Off-the-job safety should be made an integral part of 
the occupational safety program. 

Radiation—A Controllable Hazard—(1) Science, industry, 
labor, insurance, and all levels of government must cooperate in 
order to control injuries from radiation. (2) There must be a 
continual exchange of information in this rapidly developing 
field. (3) Adequate exploitation of the benefits of atomic ener- 
gy and radiation uses requires continuance and extension of the 
basic safety philosophy of developing guides through individual 
effort and initiative, not through compulsion. 

Industrial employment estimates for the next dec- 
ade by the Bureau of Labor Statistics are: Mining—up 
15 per cent—inherently high-hazard ; construction—up 
25 per cent—relatively high-hazard ; transportation—up 
10 per cent, except railroads—activity shifts create new 
safety problems; other public utilities—up 20 per cent 
—excellent safety record ; trade—up 20 per cent—com- 
paratively low-hazard ; service—up 20 per cent—fairly 
high injury-frequency rates; government—up 15 per 
cent—safety record spotted. 


THE AO.A. CODE OF ETHICS 


The relationships between physicians* 


> Article II, “Professional Services of Physicians To 
Each Other,” and Article III, “Duties of Physicians in 
Regard to Consultation,” of Chapter II of the Code of 
Ethics, relate largely to personal relationships between 
physicians and to the responsibilities of two or more 
physicians engaged in the care of the same patient. It 
has long been recognized that the degree of confidence 
and respect with which the public holds a profession 
may be a reflection of the regard in which physicians 
hold each other. The responsibilities of a physician, 
although primarily of a scientific character, also in- 
volve personal relationships and so require discretion 
and judgment. It is imperative that the relationships 
between physicians involved in a case be conducted 
with propriety. 

Article II is related almost completely to circum- 
stances in which a physician is called upon to render 
professional services to a fellow physician or a member 
of his family. The five sections of this article set out 
basic principles of conduct in these instances. Par- 
ticular attention, for example, is directed to Section 5 
which states that if a physician must withdraw tem- 
porarily from a case and asks a colleague to act in his 
place, it is important that the two physicians establish 

*This is the ninth in a series of short articles on the meaning of 
ethical standards as applied to the practice of osteopathy; the first three 
were published in the July, August, and September 1957 issues of THE 
Forum oF OsteopatHy. Subsequent articles have been published in THe 
JournaL, beginning with the December 1957 issue. The A.O.A. Com- 
mittee on Ethics and Censorship strongly urges the reprinting of these 


articles, wholly or as excerpts, as they appear from month to month. 
In all cases, wording should not be changed but reprinted verbatim. 
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a relationship that will be to the uninterrupted benefit 
of the patient. Article II also states that a physician 
has the right to decide what cases he will take charge 
of. His own busy schedule may not permit him to take 
on additional cases, even for a fellow physician. 


_ The general principles of Article II, in which one 
physician asks another to take care of a member of his 
family, are too well recognized to need comment, other 
than to point out that such intraprofessional service 
has done much to build up morale and mutual respect 
within the profession. When illness strikes his family, 
a physician, like any other person, is under strain. At 
such times he, like all of us, is in need of help and con- 
sideration. 


The duties of physicians in regard to consultations 
are covered by Article III of Chapter II. As the prac- 
tice of osteopathic medicine and surgery develops and 
expands with medical progress, the need for consulta- 
tion with other physicians increases. It is important 
that the relationships between the attending physician 
and the consultant or consultants be such as to establish 
the patient’s trust in all the doctors involved. As in all of 
the phases of the physician-patient relationship, all dis- 
cussions held in consultation are to be considered confi- 
dential. Consulting physicians should be kept informed 
of developments. The position of the attending phy- 
sician must be given particular attention. Nothing 
should be allowed to disturb the trust of the patient 
and family in him. This is one important factor in the 
patient’s care. Evident respect of the physicians for 
one another will increase the patient’s confidence in the 
care being provided him. 


Journat A.O.A. 


More than all else, however, physicians should 


recognize that patients do not understand the technical 
and scientific problems involved in modern medical 
care. They can become disturbed because they cannot 
understand what is being done for them. Relationships 
among the physicians must permit comprehensive care, 
but with a minimum of confusion or disturbance to 


DEPARTMENT OF 


Advisory Board 
for Osteopathic Specialists 


THOMAS J. MEYERS, D.O., Chairman 


Specialty boards schedule 
1958 examinations 


> Highly important events on the annual osteopathic 
calendar are the examination by A.O.A. boards of spe- 
cialty certification. Of the twelve boards, four have 
scheduled their 1958 examinations just prior to the Na- 
tional Convention in Washington, D.C., in July, and 
three at the time of the Clinical Assembly in Boston in 
October. 

Applications for this year’s specialty examinations 
were on file by April 1, according to Dr. Thomas J. 
Meyers, chairman of the Advisory Board for Osteo- 
pathic Specialists. Following is the schedule for the 
remainder of the year, along with the names and address 
of secretaries from whom information may be obtained : 

Anesthesiology : October 25-26, Boston. Mrs. E. F. 
Martin, P.O. Box 474, Coral Gables, Florida. 

Dermatology: July, Washington, D.C. Dates to 
be announced. Dr. Donald L. Gardner, 649 South Olive 
Street, Los Angeles 14. 

Internal Medicine: September 29-30, Waldorf- 
Astoria Hotel, New York City. Dr. Glennard W. Lahr- 
son, 460 Staten Avenue, Oakland 10, California. 

Neurology and Psychiatry: Oral examinations, 
December 13-14, place to be announced. Dr. Floyd E. 
Dunn, Osteopathic Hospital, 926 East Eleventh Street, 
Kansas City 6. 

Obstetrics and Gynecology: February, 1959, De- 
troit. Dr. Jacquelin Bryson, 3300 West 17th Avenue, 
Denver 6. 

Ophthalmology and Otorhinolaryngology : Septem- 
ber 27-28, Philadelphia. Dr. Clifford C. Foster, 1388 
Gladys Avenue, Lakewood 7, Ohio. 

Pathology: July 11, Philadelphia. Dr. O. Edwin 
Owen, Hospital of the Philadelphia College of Osteop- 
athy, 48th and Spruce Streets, Philadelphia 39. 

Pediatrics: July 8-10. July 8, Clinical examina- 
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the patient. Evidences of disagreement between con- 
sultants and the attending physician should be guarded 
against. The interest of the patient should be placed 
before any personal interest or design. A consultation 
based upon the principles of the Code can result in 
increased confidence of patients in their doctors, and 
in a higher standard of medical care. 


PROFESSIONAL AFFAIRS 


RUSSELL M. HUSTED, D.O., Chairman 


tions, Philadelphia; oral and written tests, July 9-10, 
Washington, D.C. Dr. Betsy B. MacCracken, 6007 
Melrose Avenue, Hollywood 38, California. 

Physical Medicine and Rehabilitation: July 12-14, 
Washington, D.C. Dr. Robert C. Ruenitz, 3122 W. 
Vernon Avenue, Los Angeles 8. 

Proctology: July 12, Washington, D.C. Dr. Carl- 
ton M. Noll, Evergreen, Colorado. 

Radiology: October 24-25, Boston. Dr. D. W. 
Hendrickson, 3429 East Douglas Avenue, Wichita 8, 
Kansas. 

Surgery: October 25-26, Boston. Mrs. E. F. Mar- 
tin, P.O. Box 474, Coral Gables, Florida. 


Bureau of Conventions 
and Meetings 


TRUE B. EVELETH, D.O., Chairman 


NIH to present health program 


> Thursday of national convention week July 14-18 
might well be subtitled “National Institutes of Health 
Day.” In keeping with the convention’s theme, “Public 
Health and Preventive Medicine,” Thursday’s program 
will offer a 24-hour presentation of the health program 
of the National Institutes of Health. It will be conduct- 
ed by Drs. Jack Masur and Kenneth W. Chapman, 
director and associate director of the Institutes’ Clinical 
Center. 

A tour of NIH will follow the lectures. It will in- 
clude explanations of organization and research pro- 
grams and present some current concepts in arthritis 
and rheumatism, cardiovascular diseases, and cancer. 
Clinical presentations will be made by investigators 
from the various Institutes. 

An impressive battery of government physicians 
and health agency officials will also be on the program. 
Following the opening address by A.O.A. President 
Carl E. Morrison on Monday, speakers will include 
Dr. Aims Chamberlain McGuinness, Washington, D.C., 
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AOA. ACTIVITIES 


Special Assistant Secretary for Health and Medical 
Affairs, Department of Health, Education, and Wel- 


fare; Dr. Berwyn F. Mattison, New York, executive 
secretary of the American Public Health Association; 
Mr. Philip E. Ryan, New York, executive director of 
the National Health Council; and Major General Paul 
I. Robinson, Washington, D. C., executive director, 
Office for Dependents’ Medical Care, Office of the 
Surgeon General, Department of the Army. The tour 
of the Health Institutes promises to be a high point of 
convention week. 


DEPARTMENT OF PUBLIC RELATIONS 


Volume of physician visits* 


SUMMARY 


> Data on physician visits from the U. S. National 
Health Survey household interviews during the months 
of July, August, and September 1957 disclosed that 
during this quarter residents of the United States visit- 
ed physicians at a rate equivalent to slightly under five 
visits a year. Most of the visits took place at physicians’ 
offices. In less than 10 per cent of all visits the physi- 
cian went to the patients’ homes. 

Persons living on farms in rural areas used physi- 
cian services at a rate of 3.6 visits per person per year 
during the quarter as compared with 4.5 for the rural 
nonfarm population and 5.1 for the urban population. 

About two thirds of all physician visits involved 
diagnosis and treatment services and only one third in- 
volved preventive care or other services. 

A comparison of physician visits for the rural 
farm, rural nonfarm, and urban populations, according 
to the type of medical service given, indicated a marked 
similarity. In all three residence groups visits for diag- 
nosis and treatment represented the largest share. Visits 
for this type of service accounted for about three of 
every five consultations in rural nonfarm areas, and a 
somewhat higher proportion among the urban and rural 
farm populations. Visits for general checkups were 
somewhat less frequent for the rural farm population 
than for either of the other two areas of residence. 

Eighteen per cent of all people in the United States 
had consulted a physician within the last month. This 
information on interval since last physician visit repre- 
sents the situation for the quarter centered in August 
1957, a time of year when the receipt of medical serv- 
ices may be near the seasonal low. However, utilization 
of physician services during this quarter may be higher 
than usual since other evidence suggests that cases of 
respiratory diseases in the third quarter of 1957 were 
at above-average levels . 


DEFINITIONS OF CERTAIN TERMS USED 


The following are definitions of certain terms used 
in this report which have a specialized meaning in the 
U. S. National Health Survey... . 

Physician visit—A physician -visit is defined as 
consultation with a doctor, in person or by telephone, 

*Excerpted from Health Statistics from the U. S. National Health 


Survey, Preliminary Report on Volume of Physician Visits, United 
States, July-September, 1957. 
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for examination, diagnosis, treatment, or advice. The 
visit is considered to be a physician visit if the service 
is provided directly by the doctor or by a nurse or other 
person acting under a doctor’s supervision. For the 
purpose of this definition “doctor” is considered to 
mean a doctor of medicine or an osteopath. 

Physician visits exclude doctor consultations while 
a person was a patient in a hospital for overnight or 
longer. 

Physician visits for services provided on a mass 
basis are not included in the tabulations. A service re- 
ceived on a mass basis is defined as any service involv- 
ing only a single test (e.g., test for diabetes) or a 
single procedure (e.g., smallpox vaccination) when this 
single service was administered identically to all persons 
who were at the place for this purpose. Hence, persons 
passing through a tuberculosis chest x-ray trailer, by 
this definition, are not included as physician visits. 
However, a special chest x-ray given in a doctor’s 
office or an outpatient clinic is considered to be a 
physician visit. 

One physician visit can involve only one person. 
If a doctor is called to the house to see more than one 
person, the call is considered to be a separate physician 
visit for each person about whom the doctor was con- 
sulted. 

A physician visit is associated statistically with the 
person about whom the advice was sought, even if that 
person did not actually see or consult the doctor. For 
example, if a mother consults a doctor about one of her 
children, the physician visit is ascribed to the child. 


Bills in Congress 


> H.R. 10635—Mr. Radwan, of New York. Pro- 
vides for a United States Science Academy. 

H. R. 10664—Mr. Ashley, of Ohio. Social Secur- 
ity Amendments of 1958. 

H. R. 10694—Mr. McFall, of California. Au- 
thorizes withholding from the salaries of Government 
employees of amounts for the payment of premiums on 
accident and health insurance contracts. 

H. R. 10703—Mr. Rains, of Alabama. Amends 
Housing Act to increase the amount available under the 
college housing program for loans to provide housing 
for student nurses and interns at nonprofit hospitals. 

H. R. 10768—Mr. Perkins, of Kentucky. Nation- 
al Defense Education Act of 1958. 

H. R. 10834—Mr. Simpson, of Pennsylvania. 


Journat A.O.A. 


Amends Internal Revenue Code to allow tax credit for 
contributions and other expenditures for basic research 
in science. 

H. R. 10844—Mr. Moore, of West Virginia. Re- 
lates to term “disability” applicable to disability insur- 
ance benefits under Title 2 of the Social Security Act. 

H. R. 10845—Mr. Moore, of West Virginia. Re- 
duces coverage requirements for insurance benefits un- 
der Social Security. 

H. R. 10868—Mr. Neal, of West Virginia. Same 
as H. R. 10845. 

H. R. 10869—Mr. Neal, of West Virginia. Same 
at H. R. 10844. 

H. R. 10904—Mr. Curtis, of Missouri. Amends 
Internal Revenue Code to allow 30 per cent credit 
against individual income tax for amounts paid as tui- 
tion or fees to certain public and private institutions of 
higher education. 

H. R. 10908—Mr. Gathings, of Arkansas. Stu- 
dent Loan Act of 1958. 

H. R. 10931—Mrs, St. George, of New York. Es- 
tablishes a United States Science Academy. 

H. R. 10961—Mrs. Rogers, of Massachusetts. To 
provide ocular and dental outpatient treatment for cer- 
tain veterans. 

H. R. 10996—Mr. Burdick, of North Dakota. 
Prohibits transportation of any dog or cat in interstate 
commerce for purposes of vivisection or other means 
of medical or other scientific experimentation. 

H. R. 11001—Mr. Kilday, of Texas. Provides for 
certain reorganization of the Department of Defense. 
Reduces number of Assistant Secretaries of Defense. 
Assistant Secretary of Defense (Health and Medical) 
would not be retained. 

H. R. 11011—Mr. Fulton, of Pennsylvania. AlI- 
lows additional income tax exemption for a dependent 
child who is a student above the high-school level. 

H. R. 11018—Mr. Nimtz, of Indiana. Allows in- 
come tax deduction for amounts (within certain limits) 
paid by him for his education or the education of his 
spouse or any of his dependents. 

H. R. 11052—Mr. Price, of Illinois. Amends In- 
ternal Revenue Code to provide that interest on obliga- 
tions of educational institutions shall be exempt from 
income tax. 

H. R. 11054—Mr. Reuss, of Wisconsin. Amends 
Hill-Burton Act to permit certain transfers of allotment 
between categories. 

H. R. 11057—Mr. Zablocki, of Wisconsin. Serv- 
ices to Older Persons Act. 

H. R. 11173—Mr. Talle, of Iowa. Housing Act 
of 1958. 

H. R. 11187—Mr. Cramer, of Florida. Self-Em- 
ployed Individuals’ Retirement Act. 

H. R. 11223—Mr. McGovern, of South Dakota. 
Provides educational assistance to elementary and sec- 
ondary schools and to students beyond the secondary 
school level. 

H. R. 11257—Mr. Harris, of Arkansas. Amends 
National Science Foundation Act. 

H. R. 11261—Mr. Keating, of New York. Estab- 
lishes a self-liquidating scholarship loan fund to enable 
highly qualified high-school graduates in financial need 
to receive a college education. 

H. R. 11270—Mrs. St. George, of New York. To 
provide for averaging the tax on the income of individ- 
uals through the purchase of non-interest bearing tax- 
deferment bonds. 

H. R. 11271—Mr. Ullman, of Oregon. Services 
to Older Persons Act. 

H. R. 11272—Mr. Rains, of Alabama. To estab- 
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lish an emergency community facilities and public 
works program, including hospitals and other places for 
the care of the sick. 

H. R. 11321—Mr. Loser, of Tennessee. Self-Em- 
ployed Individuals’ Retirement Act. 

H. R. 11329—Mr. O’Brien, of New York. 
Amends Housing Act to authorize college housing loans 
for construction of science buildings and libraries at 
educational institutions. 

H. R. 11331—Mr. Porter, of Oregon. Social Se- 
curity Amendments of 1958. 

H. R. 11364—Mr. Long, of Louisiana. Provides 
adjustments in organization and salary structure of De- 
partment of Medicine and Surgery in the Veterans Ad- 
ministration. 

H. R. 11392—Mr. Christopher, of Missouri. De- 
partment of Science Act. 

H. R. 11417—Mr. Cramer, of Florida. Federal 
Educational Loan Fund Act. 

H. R. 11444—Mr. Moulder, of Missouri. Social 
Security Amendments of 1958. 

H. R. 11470—Mr. Kilday, of Texas. Basic Pay 
Act for members of the uniformed services. 

H. R. 11474—Mr. Spence, of Kentucky. Commu- 
nity Facilities Act of 1958. 

H. R. 11501—Mr. Jackson, of California. Fed- 
eral Educational Loan Fund Act. 

H. R. 11526—Mr. Coad, of Iowa. Amends Inter- 
nal Revenue Code to provide additional personal ex- 
emption for taxpayer if he or his spouse is permanently 
and totally disabled. 

H. R. 11575—Mr. McCormack, of Massachusetts. 
Amends Public Assistance provisions of the Social Se- 
curity Act so as to provide for a more effective distri- 
bution of Federal funds for medical and other remedial 
care. 

H. R. 11645—Mr. Fogarty, of Rhode Island. De- 
partments of Labor, and Health, Education, and Wel- 
fare Appropriation Acts for fiscal year ending June 30, 
1959. Passed House, March 27, 1958. 

H. R. 11659—Mr. Dellay, of New Jersey. Serv- 
ices to Older Persons Act. 

H. R. 11703—Mr. McCormack, of Massachusetts. 
To amend the public assistance provisions of the So- 
cial Security Act so as to provide for-a more effective 
distribution of Federal funds for medical and other 
remedial care. 

H. R. 11723—Mr. Byrne, of Pennsylvania. 
Amends Military Code regarding procedure for order- 
ing certain Reservists to active duty and the require- 
ment for physical examination of members of the Re- 
serve component. 

H. R. 11772—Mr. Blatnik, of Minnesota. Social 
Security Amendments of 1958. 

H. R. 11826—Mr. Coffin, of Maine. Amends 
Hill-Burton Act to encourage construction of diagnostic 
or treatment centers in rural areas. 

H. R. 11832—Mr. McCarthy, of Minnesota. 
Amends Social Security Act to increase portion of Fed- 
eral grants available for health care of assistance re- 
cipients. 

H. R. 11835—Mr. Rodino, of New Jersey. White 
Conference on Aging Act. ; 

H. R. 11414—Mr. Rhodes, of Pennsylvania. 
Amends Public Health Service Act to authorize Fed- 
eral grants for the support of schools of public health. 

Reported to House, April 2, 1958. 

S. 3268—NMr. Hill, of Alabama, (for himself, and 
Mr. Smith, of New Jersey). Amends National Science 


Foundation Act. 


S. 3281—Mr. Thye, of Minnesota. Amends Hous- 


613 


= 
ive 
; 
of 
aul 
‘he 
ur 
of 
il 
| 
| 
| 
> | 
| on 
| 
| 
| 
| 
| 
| 
| 


AOA. ACTIVITIES 


ing Act to provide for loans to colleges and universities 
for science equipment and facilities. 

S. 3291—Mr. Hill, of Alabama, for himself, and 
Mr. Smith, of New Jersey. Provides for adjustment 
of salaries in Department of Medicine and Surgery of 
the Veterans Administration. 

S. 3351—Mr. Beall, of Maryland, for himself, 
and Mr. Javits, of New York. Amends Housing Act 
to authorize loans under the college housing loan pro- 
gram for the construction of science buildings and li- 
braries at educational institutions. 

S. 3356—Mr. Humphrey, of Minnesota. To pro- 
vide seat belts sold or shipped in interstate commerce 
for use in motor vehicles shall meet certain safety 
standards. 

S. 3399—Mr. Capehart, of Indiana. Housing Act 
of 1958. 

S. 3410—Mr. Neuberger, of Oregon. Provides for 
7-year program of Federal scholarship and fellowship 
grants to individuals and grants to public and nonprofit 
institutions of higher education, to encourage and ex- 
pand the training of teachers for the education of ex- 
ceptional children. 


S. 3415—Mr. Malone, of Nevada. Self-Employed 
Individuals’ Retirement Act of 1958. 

S. 3419—Mr. Thye, of Minnesota. Amends Social 
Security Act to eliminate certain coverage requirements 
upon which eligibility for disability insurance benefits 
or the disability “freeze” thereunder is conditioned. 

S. 3483—Mr. Thurmond, of South Carolina. Al- 
lows credit of $100 against the individual income tax 
for a taxpayer who is a student at an educational insti- 
tution above high school and for each dependent who 
is such a student. 

S. 3497—Mr. Fulbright, of Arkansas, and others. 
Community Facilities Act of 1958. 

S. 3504—Mr. Neuberger, of Oregon. Amends So- 
cial Security Act to increase authorized amounts for the 
programs of Maternal and Child Health Services and 
Services for Crippled Children. 

S. 3508—Mr. Morse, of Oregon. Social Security 
Amendments of 1958. 

S. 3527—Mr. Hill, of Alabama. Amends Internal 
Revenue Code to allow an additional income exemption 
for an individual who is a student at an institution of 
higher education. 

S. 3551—Mr. Hill, of Alabama, and others. Re- 
habilitation Act of 1958. 

S. 3582—Mr. Humphrey, of Minnesota, and oth- 
ers. Youth Conservation Act of 1958. 

S. 3588—Mr. Payne, of Maine, for himself, Mr. 
Flanders, of Vermont, and Mr. Bridges and Mr. Cot- 
ton, of New Hampshire. Amends Hill-Burton Act to 
make certain clinics in rural areas eligible for Federal 
aid to diagnostic or treatment centers. 


1958 Convention agenda holds 
Central Office floor 


partment, reaches its annual cres- 
cendo each May and June. It entails 
the preparation of a 300-page road 
map for officers, trustees, and dele- 
gates. It is a day-to-day scheduling 
of special business and of reports 


P An A.O.A. convention, like 
Janus, has two faces. One is the 
convention of the presidential ad- 
dress, teaching sessions, affiliated 
society meetings, scientific and gen- 
eral exhibits ; of reunions, tours, and 
formal and informal parties. This 
is the convention of headlines and 
pictures in the society pages. 

But the other face is that of the 
conclaves of the governing bodies 
of the American Osteopathic Asso- 
ciation—the 11-day biannual meet- 
ing of the Board of Trustees, the 
6-day annual meeting of the House 
of Delegates. Conducted outside 
the orbit of the majority of conven- 
tion attendants, these meetings ham- 
mer out osteopathy’s official policy 
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and procedure. For 6 decades gov- 
ernment has been an integral, large- 
ly unsung, part of each annual 
A.O.A. convention. 

These meetings do not come 
ready-made. Each is the culmina- 
tion of 12 months of work on the 
part of the Association’s officers, 
trustees, and delegates, of regular 
and special committees appointed 
by them, and on the procedural side, 
of the Chicago headquarters staff, 
especially those of its members con- 
cerned with physical arrangements 
and with the compilation of the for- 
midable and indispensable conven- 
tion agenda. 

This, a major year-round labor 
of the Central Office Executive De- 


to be made by committee chairmen. 
But it is far more than that. Built 
upon the Association structure of 
departments, bureaus and commit- 
tees, it is the annual accounting of 
official osteopathy’s stewardship. In 
the aggregate, its reports and their 
recommendations tick off the year’s 
accomplishments; the deliberation, 
debate, and decision generated by 
the reports point the way for the 
year ahead. 

The agenda reflects the work of 
the year’s conferences and full- 
scale meetings in Central Office— 
as this is being written a week-long 
series of pre-convention meetings 
by A.O.A. officers and committees 
is under way—of countless large, 


Journat A.O.A. 


small, formal, and informal meet- 
ings throughout the country, of 
hundreds of telephone conferences 
and thousands of pieces of corre- 
spondence. 

Preparation of the agenda is the 
responsibility of Executive Secre- 
tary Eveleth and his staff members 
Dorcas Sternberg, Marie Bierbaum, 
and Josephine Taylor. Working 
with Association officers, their job 
is to expedite legislative and ex- 
ecutive business. Reports from 
more than 60 chairmen are “gath- 
ered in”—in itself no mean accom- 
plishment—and a time is set for 
the presentation of the reports to 
the governing bodies. More than 
300 stencils are cut, and with the 
Production Department, more than 
600 copies of each stencil are 
mimeographed, collated, bound, and 
mailed. 

Three weeks before the Washing- 
ton Convention opens, each officer, 
trustee, delegate, and alternate will 
receive this official convention pre- 
view. It will lay before him the sub- 
stance upon which his special de- 
cisions may be based. During the 
days of the meetings, this agenda 
will be his constant companion and 
lodestar—that without which, as 
one delegate phrased it, “convention 
business sessions would be as or- 
derly as a basement bargain day.” 


Staff travels 


Milton McKay, general counsel, 
was in Albuquerque, New Mexico, 
April 13 and 14 as speaker on the 
program of the annual convention 
of the New Mexico Association of 
Osteopathic Physicians and Sur- 
geons. 
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Dr. Clyde C. Henry, director of 
hospital inspections, was away from 
Chicago the first 3 weeks of April, 
inspecting hospitals in Missouri, 
Oklahoma, Michigan, Ohio, and 
Pennsylvania. His tour included fif- 
teen hospitals. 


Four members of the Central Of- 
fice staff attended the annual Na- 
tional Osteopathic Child Health 
Conference and Clinic in Kansas 
City, April 21 to 23: Katherine 
Becker, associate editor, THE Jour- 
NAL, Betty Kanameishi, associate 
editor, THE Forum and HeEatrtnu, 
Robert A. Klobnak, director, P.& 
P.S., and Otha Linton, P.&P.S. 
press representative. 


Lawrence W. Mills, director, 
Office of Education, spent the third 
week of April in Iowa. His sched- 
ule there included attendance at two 
osteopathic district dinner meetings 
and visits at nine Iowa colleges: 
Cornell College at Mount Vernon, 
Coe College at Cedar Rapids, Iowa 
University at Iowa City, University 
of Dubuque and Loras College at 
Dubuque, Upper Iowa University 
at Fayette, Luther College at De- 
corah, Wartburg College at Waver- 
ly, and Iowa State Teachers College 
at Cedar Falls. 


The and Shoreham Hotels, Washing- 
ton, D.C., where the A.O.A. its Sixty 
Second Annual Convention, July 14- 


Left: The Sheraton-Park, where, in what is said to 
be the world's largest hotel ballroom, will be 
held the Presidential Reception and Bali and the 
Inaugural Banquet. This will also be ee 
for the convention of the Auxiliary to the A 


Below: The Shoreham, where A.O.A. President 
Carl E. Morrison will call the Convention to order 
on Monday morning, and where scientific sessions 
will be held. Here also the Board of Trustees and 
House of Delegates will come under the rule of 
the agenda, now in preparation. 


A.O.A. committees hold 
spring meetings 


> Spring meetings of Association 
bureaus, specialty boards, and com- 
mittees opened in Central Office the 
second week in April to advance, in 
various of its sectors, the broad 
front of osteopathic endeavor. 


The series of fourteen meetings 
opened with the April 10-12 meeting 
of the American Osteopathic Board 
of Radiology. Members include 
Drs. Paul T. Lloyd, chairman, 
Theodore C. Hobbs, vice chairman, 
D. W. Hendrickson, secretary-treas- 
urer, George W. Rea, Charles J. 
Karibo, Kenneth L. Wheeler, John 
W. Tedrick, Harvey S. Scott, and 
James N. Fox. 


The Committee on Accreditation 
of Postgraduate Training met on 
April 11 and 12, under the chair- 
manship of Dr. William Baldwin, 
Jr. In attendance were committee 
members Drs. Daniel W. McKinley, 
Nicholas V. Oddo, and H. C. Bald- 
win, and committee secretary Law- 
rence W. Mills. 


The 2 days following brought the 
second annual meeting of the Co- 
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ordinating Committee on Postgrad- 
uate Education, with Dr. William 
Baldwin presiding, and with Drs. 
Oddo, Ralph F. Lindberg and M. 
Carmen Pettapiece attending. The 
remaining members of the commit- 
tee are Drs. Kirk L. Hilliard and 


Audio-Visual—Just released 
from the office of Jack Hank, audio- 
visual director, is the following list 
of films available for professional 
use. This inaugurates a long-needed 
service to the Association, particu- 
larly for program chairmen of dis- 
trict and state meetings. 

The films, produced by hospitals, 
health associations, research labora- 
tories, universities, and pharmaceu- 
tical houses, have been viewed by 
P.&P.S. and are recommended for 
program use. Included are new films, 
published within the year, and films 
on diagnosis or treatment which, al- 
though older, retain their value. 

“These films have been chosen 
both for subject matter and techni- 
cal excellence. We have prepared a 
brief description of each, to serve 
as a guide to their usefulness in par- 
ticular situations,” said Mr. Hank. 

Unless otherwise indicated, these 
films are provided by their produc- 
ers without charge other than post- 
age. 

Meet Your Mind.—This interest- 
ing treatment of the “crazy” things 
normal people do in everyday life 
starts with a discussion of the tricks 
our minds play on us and develops 
into a broad discussion of mental 
illness and mental health, with par- 
ticular emphasis on the mechanisms 
we frequently use to maintain our 
own mental health. Suitable for lay 
audience. 35 mm. slides, two 12- 
inch records, and pamphlets. Lewel- 
len’s Productions, 400 Hill Avenue, 
Glen Ellyn, Illinois. 

The Care and Sterilization of Sur- 
geons Gloves.—A film depicting the 
proper cleaning, handling, and pack- 
aging of surgeons’ gloves in the 
hospital. Each step is illustrated and 
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Victor R. Fisher. The primary pur- 
pose of this committee, organized 
last year, is the coordination of pre- 
ceptor and intern-resident training 
programs of the specialty boards 
and the hospitals. 

Spring meetings of other A.O.A. 


Committees being held in Central 
Office before May 1 include: 

April 19-20: Committees on De- 
velopment, the Mead Johnson 
Grants, and the Osteopathic Prog- 
ress Fund. 

April 21-26: The Bureaus of Re- 
search, Professional Education and 
Colleges, Hospitals, and Public Ed- 
ucation on Health. 


April 30: The Committee on Au- 
dio- Visual Education and Informa- 
tion. 


P.&P.S. PReviews and PRojects 


mentioned from removal of gloves 
after surgery through sterilization 
and storage. 16 mm., sound, color, 
12 minutes. Becton, Dickinson and 
Company, Rutherford, New Jersey. 

Urine Analysis for Diabetics.— 
The film and accompanying booklet 
explain why urine-sugar tests are so 
important, when these tests should 
be done, and how urine-sugar tests 
are performed. It shows how the 
patient can help by making his own 
urine-sugar tests to supply the in- 
formation the doctor needs to help 
him establish and maintain the vital 
balance between carbohydrates and 


insulin. 16 mm., sound, color, 10 
minutes. The Medical Service De- 
partment, Ames Company, Inc., 


Elkhart, Indiana. 

Assistive Devices for the Physi- 
cally Handicap ped.—This film dem- 
onstrates various kinds of assistive 
devices from such simple equipment 
as a mouth stick to an electric wheel 
chair used to increase the functional 
capacity of the physically disabled. 
16 mm., color, sound, 12 minutes. 
The Division of Professional Edu- 
cation, National Foundation for In- 
fantile Paralysis, 301 East 42nd 
Street, New York 17, New York. 

The Physician and Emotional 
Disturbance.—This film is the kine- 
scope of a program shown simulta- 
neously at five state medical associa- 
tion meetings on _ closed-circuit 
television. Discussion centers on the 
role of the general practitioner in 


treating mild emotional disturbances 
or psychosomatic conditions. Mo- 
tion-picture scenes of a_patient’s 
interview with his physician are in- 
cluded, and the interview is dis- 
cussed by the panel. The panel also 
answers questions from the partici- 
pating state meetings. Kinescope 
film, black and white, sound, 54 
minutes. Smith, Kline, and French 
Laboratories, Philadelphia 1, Penn- 
sylvania. 

The Metabolic Insufficiency Syn- 
drome.—Through animation and 
live action, the process of metab- 
olism and the role of the thyroid 
gland are reviewed. The clinical 
consequences of thyroid malfunc- 
tion—cretinism, myxedema and hy- 
pothyroidism — are demonstrated. 
The film continues with a summary 
of recent research, including the 
discovery in 1951 of a new iodine- 
containing amino acid. 16 mm., col- 
or, sound, 25 minutes. Smith, Kline, 
and French Laboratories, Philadel- 
phia 1, Pennsylvania. 

Urinary Infections—This color 
film graphically reviews the latest 
concepts and most up-to-date man- 
agement of this frequent and per- 
plexing disease entity. It deals with 
the following aspects: the causes, 
clinical classifications, diagnostic 
methods, and treatment. 16 mm., 
color, sound, 26 minutes. Motion 
Picture Department, Nepera Lab- 
oratories Division, Morris Plains, 
New Jersey. 


Journat A.O.A. 


Leading osteopathic physicians in three states award prizes to win- 
ners in the first annual journalism awards competition of the Ameri- 
can Osteopathic Association. The prizes, $100 each, were awarded 
for articles covering a wide variety of osteopathic subject matter. 
Mr. Edward Eulenberg, director of the Chicago campus journalism 
studies of Northwestern University’s Medill School of Journalism, and 
an editorial executive of the Chicago Daily News, was contest judge. 


Right: Dr. Floyd E. Dunn, Kansas City, Missouri, president of the 
Jackson County Osteopathic Association, presents check to Mr, Con- 
well Carlson of the Kansas City Star. Mr, Carlson's story was one of 
a series on the recent St. Louis Clinical Assembly. 


Below: Dr. Joseph A. Walker, Royal Oak, Michigan, presents award 
to Mr. Merle Oliver of the Detroit News, who won on two stories on 
medical-osteopathic relationships in Michigan, 


Below, right: Dr. Phil R. Russell, Fort Worth, Texas, executive secre- 
tary of the Texas Association, makes award to Blair Justice of the 
Fort Worth Star-Telegram, whose story described a childbirth under 
hypnotic anesthesia. 


P RO Pp OSED amendments to the Constitution, By-Laws, 


and Code of Ethics of the American Osteopathic Association 


TRUE B. EVELETH, D.O. 


Executive Secretary 


Constitution 


(For action in 1958) 


(The House of Delegates in 1956 directed the President of 
the A.O.A. to appoint a joint House and Board committee to 
“make a careful study of the Constitution and By-Laws and 
make such recommendations to the Board of Trustees and the 
House of Delegates as would improve the function of this 
Association in its various activities.” 

The Committee, consisting of Drs. P. Ralph Morehouse, 
Lawrence C. Boatman, Edward M. Keller, Wesley B. Larsen, 
and George W. Northup, Chairman, after wide consultation 
with organizational leaders in the profession and careful study 
prior to and during a 2-day meeting, submitted the following 
revised version of the Constitution for consideration by the 
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Board of Trustees and the House of Delegates. The House 
directed that the proposed amendments be published for action 
in 1958.) 

Note: In the proposed revision of the Constitution set out 
below, brackets are used to identify material to be deleted and 
boldface type to identify material to be added. 


ARTICLE I.—NAME 
The name of this Association shall be the American 
Osteopathic Association. 


ARTICLE II.—OBJECTS 

The objects of this Association shall be to pro- 
mote the public health, and the art and science of the osteo- 
pathic school of practice of the healing art; 

By maintaining high standards of osteopathic education 
and by advancing the profession’s knowledge of surgery, 
obstetrics and the prevention, diagnosis and treatment of 
disease in general; 
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By stimulating original research and investigation; and 
by collecting and disseminating the results of such work for 
the education and improvement of the profession and the 
ultimate benefit of humanity; 

That the evolution of the osteopathic principles shall be 
an ever-growing tribute to Andrew Taylor Still, whose 
original researches made possible osteopathy as a science. 


ARTICLE III.—[COMPONENT] DIVISIONAL SOCIETIES 

This Association shall be a federation of divisional so- 
cieties organized within state, provincial or foreign country 
boundaries, [and of such other territorial, local or auxiliary 
organizations, and lay organizations as shall hereafter be 
authorized by the By-Laws. ] 

[Such divisional societies or other organizations, upon 
application,] which may be chartered by this Association as 
provided by the By-Laws, and all such organizations or 
divisions now a [component] constituent part of the Ameri- 
can Osteopathic Association are declared to be chartered 
as federated units of this Association. 


ARTICLE IV.—AFFILIATED ORGANIZATIONS 
Affiliated organizations may be organized in conformity 
with the By-Laws of this Association. 


ARTICLE [IV] V.—MEMBERSHIP 
The membership of this Association shall consist of 
[the present members of the American Osteopathic Asso- 
ciation] doctors of osteopathy and of such others [as shall 
be elected in the manner] as have met the requirements as 
prescribed by the By-Laws of the American Osteopathic 
Association. 


ARTICLE [V] VI.—HOUSE OF DELEGATES 

The House of Delegates shall be the legislative body of 
the Association and shall [represent] exercise the delegated 
powers of the divisional societies in [national] the affairs of 
this Association and shall perform such other functions as 
are defined in the By-Laws. The House of Delegates shall 
consist of delegates elected by the divisional societies and 
other authorized units, the elected officers and trustees of 
the Association and of such other members as may be pro- 
vided [by] for in the By-Laws, but only delegates of divi- 
sional societies shall have a vote, or privilege of motion. 

[The officers and trustees of the Association shall be 
members of the House, but without vote or privilege of 
motion. The Speaker shall be the presiding officer and in 
his absence the Vice Speaker shall preside.] Each divisional 
society shall be entitled to one Delegate [and] plus one ad- 
ditional Delegate for each one hundred [ (or fraction of 
three-fourths thereof) of the number of] of regular mem- 
bers of [the] this [American Osteopathic] Association lo- 
cated in the [territory] area represented by that divisional 
society, provided that if there are seventy-five or more un- 
represented regular members of this Association in the area 
of that divisional society it shall be entitled to one addi- 
tional delegate. 

The presiding officer of the House of Delegates shall 
be the Speaker and in his absence or at his request, the 
Vice Speaker shall preside. 


ARTICLE [VI] VII.—OFFICERS 

The elected officers of this Association shall be the 
President, President-Elect, First Vice President, Second 
Vice President and Third Vice President [Executive Secre- 
tary, Treasurer, Business Manager and Editor.] They shall 
be elected annually by the House of Delegates for a term 
of one year, or until their successors are elected and in- 
stalled. The President-Elect shall automatically succeed to 
the Presidency upon his installation, during the annual con- 
vention [next succeeding] following his election to the office 
of President-Elect. 

In the case of inability upon the part of the President 
to serve during the term of office for which he has been 
[s]elected, his office and duties shall devolve upon the Vice 
Presidents in the order of their [election] designation. 
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[A President-Elect, a First Vice President, a Second 
Vice President and a Third Vice President shall be elected 
annually by the House of Delegates to serve for one year, 
or until their successors are elected and installed.] The ad- 
ministrative officers shall be an Executive Secretary, a 
Treasurer, a Business Manager, and an Editor who shall be 
[elected] appointed by the Board of Trustees and employed 
to serve for such term as the Board shall define. The duties 
of these officers shall be those usual to such officers in their 
respective offices and such others as are defined in the By- 
Laws. The Executive Secretary shall be the Secretary of 
the Association. 


ARTICLE [VII] VIII.— 

BOARD OF TRUSTEES AND EXECUTIVE COMMITTEE 

The Board of Trustees of this Association shall consist 
of the President, President-Elect, the Past Presidents for 
the preceding two years, First Vice President, Second Vice 
President, Third Vice President, and of fifteen other mem- 
bers, five of whom shall be elected annually by the House 
of Delegates to serve for three years. The Board shall be 
the administrative and executive body of the Association 
and perform such other duties as are provided by the 
By-Laws. 

The Executive Committee of this Association shall con- 
sist of the President, President-Elect, Immediate Past 
President, First Vice President, the chairman of the De- 
partment of Professional Affairs and the chairman of the 
Department of Public Affairs. 


[ARTICLE VIII.—SECTIONS] 

[Sections may be authorized from time to time by the 
Board of Trustees, on general divisions of the science of 
osteopathy. Sections may be dissolved by the Board for 
cause. ] 


ARTICLE IX.—MEETINGS 
The annual meetings shall be held at such time and 
place as may be determined by the House of Delegates, sub- 
ject to change [but such time and place may be changed] 
by the Board of Trustees should necessity warrant. 
In selecting the convention city, the House may take 
action covering not more than five succeeding conventions. 


ARTICLE X.—AMENDMENTS 
This Constitution may be amended by the House of 
Delegates at any annual meeting by a two-thirds vote of the 
accredited voting Delegates at such meeting, provided that 
such amendments shall have been presented to the House 
and filed with the Executive Secretary at a previous 
annual meeting, [and that the Secretary] who shall [have] 
cause them to be printed in THE JouRNAL not less than two 
months nor more than four months [previous] prior to the 

meeting at which they are to be acted upon. 


(Alternate amendment to Article X—proposed by the Gen- 
eral Counsel of the Association in order to make amendment 
provisions consonant with those contained in the Articles of In- 
corporation. Presented in 1957. Can be acted on in 1958.) 


ARTICLE X—AMENDMENTS 


This Constitution may be amended at any annual or spe- 
cial meeting of the House of Delegates by a two-thirds vote of 
the accredited voting Delegates at such meeting, provided copy 
of said amendment be deposited with the Executive Secretary 
at least two months before the meeting at which the said 
amendment is to be voted upon. Upon receiving a copy of the 
amendment, it shall be the duty of the Executive Secretary to 
cause it to be printed in THE JourNAL of the Association at 
least one month before the meeting. At this meeting the Board 
of Trustees may revise the proposed amendment if necessary to 
secure conformity to this Constitution and By-Laws and shall 
then refer it to the House of Delegates for final action not later 
than the day prior to the end of the meeting. 


Journat A.O.A. 


(The 1957 House of Delegates directed that the following 
proposed amendments to the Constitution and By-Laws be pub- 
lished for consideration by the 1958 House. In the proposed 
amendments set out below, brackets are used to identify mate- 
rial to be deleted and boldface type to identify material to be 


added.) 


Constitution 


ARTICLE II—OBJECTS 

The objects of this Association shall be to promote the 
public health, to encourage scientific research, and to main- 
tain and improve high standards of medical education in 
osteopathic colleges. 

[and the art and science of the osteopathic school of 
practice of the healing art; 

By maintaining high standards of osteopathic educa- 
tion and by advancing the profession’s knowledge of sur- 
gery, obstetrics, and the prevention, diagnosis and treat- 
ment of disease in general; 

By stimulating original research and investigation; and 
by collecting and disseminating the results of such work 
for the education and improvement of the profession and 
the ultimate benefit of humanity; 

That the evolution of the osteopathic principles shall 
be an ever-growing tribute to Andrew Taylor Still, whose 
original researches made possible osteopathy as a science.] 


ARTICLE VI—OFFICERS 

The officers of this Association shall be President, 
President-Elect, First Vice President, Second Vice Presi- 
dent, Third Vice President, Executive Secretary, Treasurer, 
Business Manager, and Editor. The President-Elect shall 
automatically succeed to the Presidency upon his installa- 
tion, during the annual convention next succeeding his elec- 
tion to the office of President-Elect. The First Vice Presi- 
dent shall be a person who has had previous experience as 
a member of the Board of Trustees. 


By-Laws 


ARTICLE II—MEMBERSHIP 

Amend Section 5 by adding, as the second paragraph 
of the section, the following: 

By specific action of the Board of Trustees, or its Ex- 
ecutive Committee, associate membership may be granted 
to a qualified physician (M.D.) when such candidate is ade- 
quately recommended by a divisional society, subject to the 
established membership application procedure. Such an 
associate member (physician and/or surgeon—M.D.) may 
be eligible for membership on the attending staff of ap- 
proved osteopathic hospitals. 


ARTICLE V—HOUSE OF DELEGATES: 
METHODS OF ELECTION AND DUTIES 
Sec. 8. [One-third] One-half of the accredited Delegates 
of the House shall constitute a quorum. 


ARTICLE VII—DUTIES OF BOARD OF TRUSTEES 

Sec. 7. The Board of Trustees shall decide finally all 
questions of an ethical or judicial character. It shall have 
investigated by the [Committee on Ethics and Censorship] 
Judicial Council of the Association all charges or com- 
plaints of violation of the Constitution, By-Laws or Code 
of Ethics or of grossly unprofessional conduct of any mem- 
ber. The Board shall have the power to censure, place on 
probation for not exceeding a three-year period, suspend 
for not exceeding a three-year period or expel a member, 
as the findings warrant. A member may be cited to appear 
before it by the Board of Trustees or the [Committee on 
Ethics and Censorship] Judicial Council of the Association 
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to answer charges or complaints of unethical or unprofes- 
sional conduct. Upon the final conviction of any member 
of an offense amounting to a felony under the law appli- 
cable thereto, such member shall automatically be deemed 
expelled from membership in this Association; a conviction 
shall be deemed final for the purposes hereof when affirmed 
by an appellate tribunal of final jurisdiction or upon expira- 
tion of the period allowed for appeal. 

If, because of a breach of the Code of Ethics, a mem- 
ber shall have been suspended or expelled from a divisional 
society by proper action of such divisional society, the 
Board of Trustees of this Association shall review the rec- 
ord of such decision. The decision may first be referred to 
the [Committee on Ethics and Censorship] Judicial Council 
of the Association for recommendations. 


ARTICLE IX—DEPARTMENTS, BUREAUS, AND COMMITTEES 

Sec. 3. The Department of Public Relations shall con- 
sist of a chairman and four members appointed by the 
Board of Trustees, one member to be appointed from the 
Bureau of Public Education on Health and three from the 
membership at large. The chairman and the member ap- 
pointed from the Bureau of Public Education on Health 
shall be appointed annually. The chairman of the Bureau of 
Public Education on Health shall be the appointee of the 
Bureau to serve as a member of the Department of Public 
Relations. 


ARTICLE X—AMENDMENTS 

Sec. 1. These By-Laws may be amended at any annual 
or special meeting of the House of Delegates [by a two- 
thirds vote of the accredited voting Delegates at such 
meeting] by a two-thirds affirmative vote of those present 
and voting at such meeting, provided that the amendment 
shall have been filed with the Executive Secretary at least 
two months before the meeting at which the amendment is 
to be voted upon. 


(The fo'lowing amendment is proposed at the request of 
the Board of Trustees and would delete from the By-Laws the 
provision for paid life memberships.) 


ARTICLE II—MEMBERSHIP 


Amend Section 3 by deleting the first two sentences thereof 
and by transposing the last sentence so that it will become the 
first sentence of the section. 

[A regular member may become a life member after fifteen 
consecutive years of regular membership, immediately preceding 
application, upon payment of the sum of nine hundred dollars 
($900.00). This sum shall be invested in a permanent fund and 
the accrued interest therefrom placed in the general fund of the 
Association.] Life membership shall be conferred on each Past 
President upon conclusion of his term of office. Such life mem- 
bership shall not exempt the holder thereof from the mainte- 
nance of regular membership in his divisional society or from 
assessments levied by this Association. 


(At its meeting in December 1957, the Board of Trustees, 
on recommendation of the Committee on Ethics and Censorship, 
directed that a proposed amendment to the By-Laws be pub- 
lished for action by the 1958 House of Delegates to change the 
name of the Committee on Ethics and Censorship to the Com- 
mittee on Ethics. The following alternative amendment to 
Article VII of the By-Laws is therefore presented.) 


ARTICLE VII—DUTIES OF BOARD OF TRUSTEES 

Sec. 7. The Board of Trustees shall decide finally all 
questions of an ethical or judicial character. It shall have 
investigated by the Committee on Ethics [and Censorship] 
all charges or complaints of violation of the Constitution, 
By-Laws or Code of Ethics or of grossly unprofessional 
conduct of any member. The Board shall have the power to 
censure, place on probation for not exceeding a three-year 
period, suspend for not exceeding a three-year period or 
expel a member, as the findings warrant. A member may 
be cited to appear before it by the Board of Trustees or 
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the Committee on Ethics [and Censorship] to answer 
charges or complaints of unethical or unprofessional con- 
duct. Upon the final conviction of any member of an offense 
amounting to a felony under the law applicable thereto, 
such member shall automatically be deemed expelled from 
membership in this Association; a conviction shall be 
deemed final for the purposes hereof when affirmed by an 
appellate tribunal of final jurisdiction or upon expiration of 
the period allowed for appeal. 

If, because of a breach of the Code of Ethics, a mem- 
ber shall have been suspended or expelled from a divisional 
society by proper action of such divisional society, the 
Board of Trustees of this Association shall review the rec- 
ord of such decision. The decision may first be referred to 
the Committee on Ethics [and Censorship] for recommen- 
dations. If the Board shall concur in the action of the divi- 
sional society, such member shall be suspended for the same 
period of time or expelled from this Association upon the 
same basis as in the decision of the divisional society. 


Constitution 


(The following alternate proposal for amendment of Article 
IT of the Constitution is presented at the request of the New 
York State Osteopahtic Soctety.) 


ARTICLE II.—OBJECTS 

Amend Article II by deleting the present wording of the 
Article and substituting therefor the following: 

The objects of this Association shall be: 

To promote the philosophy, science and art of the osteo- 
pathic school of medicine for betterment of public health, and 

To foster high standards of health care, education and re- 
search so that all areas of public health may be improved. 


By-Laws 


(The following proposed amendment is published at the re- 
quest of the Massachusetts Osteopathic Society.) 


ARTICLE II—MEMBERSHIP 
Amend Section 1 by adding in the first sentence after the 
word “resides” the following clause: 
“except that a graduate of an unapproved college of osteop- 
athy may, by individual action of the Board of Trustees, be 


granted regular membership provided he meets the following 
requirements: (1) That he is properly licensed to practice; 
(2) That he has been in practice for at least five years preced- 
ing his application; (3) That he is conforming to all require- 
ments of the Code of Ethics of the American Osteopathic Asso- 
ciation; (4) That his application has the endorsement of the 
president and the secretary of the divisional society in the state 
in which he practices and of three other members of the Ameri- 
can Osteopathic Association in good standing.” 


(The following proposed amendment is submitted on rec- 
ommendation of a member of the Joint House-Board Commit- 
tee on Constitution and By-Laws and can be acted upon by the 
House of Delegates in 1958.) 


ARTICLE II.—DUTIES OF BOARD OF TRUSTEES 


Amend Section 6 by inserting in the second line after the 
word “when,” the words “in their opinion.” The section would 
then read: “The Board shall have the power, after careful in- 
vestigation, and by a three-fourths vote, to remove any official 
of this Association when, in their opinion, the best interests of 
the Association would be served thereby.” 


Code of Ethics 


(The following proposed amendments to the Code of Ethics 
would change the name of the Committee on Ethics and Censor- 
ship in that document, if the House of Delegates approves an 
amendment to the By-Laws to change the name of that Com- 
mittee.) 


Chapter II—The Duties of Physicians to 
Each Other and to the Profession at Large. 


ARTICLE I—DUTIES FOR THE SUPPORT OF 
PROFESSIONAL CHARACTER 


Sec. 6. Amend paragraph (b) and paragraph (c) by de- 
leting the words “and Censorship” from the name of the 
Committee on Ethics and Censorship. 

Alternate Amendment—Amend paragraph (b) and 
paragraph (c) by deleting the words “Committee on Ethics 
and Censorship” and substituting therefor the words “Judi- 
cial Council of the Association.” 


rrent Literature 


Air embolism 


® THE HAZARDS OF the occurrence of air embolism during phle- 
botomy are discussed in the February 27, 1958, issue of the 
The New England Journal of Medicine by Paul J. Schmidt, 
M.D,. and Sherwin V. Kevy, M.D. Air embolism was a well- 
known danger in the days of direct transfusion and improvised 
collection systems, but now this hazard is generally ignored in 
discussion of the legal aspects of blood banking and of proper 
phlebotomy room technics. Yet in emergencies blood is often 
collected by inexperienced persons, and with the increasing use 
of heparinized blood and platelet concentrates, blood is again 
being taken into improvised collection systems. Further, even 
trained personnel can inadvertently create a positive pressure 
system during a technically difficult phlebotomy. 

The use of gravity bottles seems to present the greatest 
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danger of introducing a venous air embolus into the donor. A 
patent air vent must be established. A greater margin of safety 
could be built into these containers if they were designed with 
a specific site for an air vent needle and the blood introduced 
under the surface of the anticoagulant. It is possible for air 
to enter vacuum bottles beside the phlebotomy needle after it is 
placed in the bottle stopper, or through leaks in faulty donor 
tubing. The safety of these systems is increased by their use 
in the inverted position, with a check for leaks in this position, 
and by avoidance of reuse of a container if a second venepunc- 
ture is made. The bottle must not be turned upright to observe 
the rate of flow in difficult cases; these are just the cases in 
which loss of vacuum may have occurred and a positive pres- 
sure system may exist. Since even with the inverted position 
air from the collection tubing can be driven into the donor, 
small bore tubing should be used. The use of nonrigid plastic 
containers provides a great deal of protection for the donor. 
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Persons doing donor phlebotomies should be trained to rec- 
ognize the situations that may lead to air embolism. A neces- 
sary precaution is the clamping of the phlebotomy tubing be- 
fore releasing the arm tourniquet. The immediate emergency 
treatment of an embolism is placement of the donor in the left 
lateral position. 


Management of the 
complications of acute nephritis 


in childhood 


THE PROBLEMS IN THE MANAGEMENT of acute nephritis occur 
as a result of reduced urinary output and/or hypertensive en- 
cephalopathy, according to Edmund C. Burke, M.D., in the 
January 22, 1958, issue of the Proceedings of the Staff Meet- 
ings of the Mayo Clinic. In the phase of reduced or complete 
lack of urinary output, fluid should be given orally, or intra- 
venously if necessary, in calculated amounts for adequate 
replacement of insensible losses and losses from vomiting plus 
urinary losses. At the Mayo Clinic, surface area is used as a 
basis for calculation of fluid needs because of the proved 
physiologic relationship between metabolic function and surface 
area. Such a calculation ordinarily requires only a conversion 
from weight to surface area, for which tables are available. 
Intravenous water loading is more likely to cause cerebral 
edema and convulsions than diuresis. Fluids for intravenous 
administration, when necessary, should consist of 10 per cent 
solution of dextrose in water given in amounts ranging from 
400 ml. per square meter per day in older children to 1,000 ml. 
per square meter per day in younger children and infants. At 
times the fluids may contain 0.2 per cent sodium chloride in an 
effort to lower the concentration of serum potassium. Serum 
potassium may rise to dangerous concentrations and predispose 
to cardiac arrest and death; hence, serial determinations of this 
substance plus serial electrocardiograms are of clinical impor- 
tance. Ion exchange enema consisting of a solution of car- 
boxylic acid resin are recommended as an aid in lowering the 
levels of serum potassium. Magnesium sulfate given intramus- 
cularly has been effectively and widely used to control nephritic 
hypertension; however, it should be remembered that mag- 
nesium sulfate can cause toxic symptoms by increasing serum 
magnesium and concurrently decreasing serum calcium when 
used excessively. Recent reports indicate that hypertension can 
be controlled by a daily intramuscular injection of a combina- 
tion of reserpine and hydralazine in a dose of 0.15 mg. of each 
per kilogram of body weight when blood pressure increases to 
more than 140 mm. Hg. systolic and 100 diastolic. 


Acquired interventricular septal defect 
secondary to trauma 


> THE NUMBER OF CASES of interventricular septal defect result- 
ing from trauma is likely to continue to increase, particularly 
since safety factors in automobile travel have not kept pace with 
horsepower and speed, according to Freeman H. Cary, M.D., 
J. Willis Hurst, M.D., and Commander Willard R. Arentzen, 
MC, USN, in the February 20, 1958, issue of the New England 
Journal of Medicine. The recognition of interventricular septal 
defect due to trauma is in no way different from recognition 
of congenital defects; however, although it has been stated 
that 76 per cent of severe chest traumata due to nonpenetrating 
injuries to the chest give some evidence (electrocardiographic 
or otherwise) of injury to the heart, external evidence of injury 
need not be present. X-ray and fluoroscopic examination of the 
heart and great vessels commonly show a prominent pulmonary 
outflow region, increased intrinsic pulsations of the secondary 
and tertiary pulmonary arteries, and prominent lung markings 
because of the greatly increased pulmonary blood flow. Cardiac 
enlargement should be viewed as a sign of severe cardiac dys- 
function, if pericardial effusion or tamponade can be excluded. 
In three of the four cases reported, electrocardiograms were 
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normal. Abnormalities are likely to occur in cases of severe 
blunt or nonpenetrating trauma with extensive damage. In the 
three patients who survived, cardiac catheterization demonstrat- 
ed the defects. The fourth patient, who died about 52 hours 
after injury, showed important features of such cases, such 
as lack of external evidence of trauma, absence of rib frac- 
tures, a severely contused myocardium, and isolated rupture of 
the ventricular septum. Successful closure of interventricular 
defects has been accomplished in many centers across the 
country, but the risk continues to prohibit surgery except in 
cases that would otherwise have a fatal outcome. The delayed 
occurrence of the findings of the defect in one of the reported 
cases suggests that all stab wounds of the heart should be re- 
examined periodically for at least several months, even if the 
wound was surgically repaired and the heart palpated at surgery. 


Tarnier’s sign, 
an aid in the diagnosis 
of inevitable abortion 


P TARNIER’S SIGN, long known but seldom used, is one of the 


‘most helpful aids in differentiating between threatened and in- 


evitable abortion, according to Paul E. Lawler, M.D., Frank C. 
Lawler, M.D., and Matthew J. Bulfin, M.D., in the January 
1958 issue of the American Journal of Obstetrics and Gyne- 
cology. This sign is defined as the effacement of the acute angle 
formed anteriorly between the neck and body of the pregnant 
uterus. This effacement indicates a contraction of the longi- 
tudinal fibers of the uterus, and hence a descent of the ovum 
itself, owing to dislocation from its site of attachment. A posi- 
tive Tarnier’s sign indicates that the products of conception are 
at or within the internal os and that abortion is inevitable. Un- 
less pregnancy tissue has been expelled, the findings of a closed 
cervix and a negative Tarnier’s sign should suggest further 
conservative management. The authors believe that if this sign 
is employed more widely as a diagnostic aid, an occasional preg- 
nancy will continue to term instead of possibly being managed 
by curettage, under the erroneous diagnosis of incomplete or in- 
evitable abortion. 


Thromboangiitis obliterans: 
a 30-year study 


> IN THE FEBRUARY 1958 issue of the Journal of the American 
Geriatrics Society, Frank V. Theis, M.D., points out that recent 
advances in knowledge of the pathologic anatomy and the ex- 
perimental production of atherosclerosis and repair have re- 
vived the earlier concept of thromboangiitis obliterans on the 
basis of presenile arteriosclerosis. Of more than 4,000 patients 
examined for peripheral arterial disease over the past 30 years, 
139 young adults with organic arterial occlusion were given a 
diagnosis of thromboangiitis obliterans. The clinical course of 
the disease has improved greatly since the first of these cases 
were studied in 1927. No major amputation has been necessary 
for the past 16 years. In patients observed for periods of 8 to 
24 years there has been no advance of the disease to involve 
other limbs to any significant degree. 

Study of amputated extremities and autopsy material 
showed that thromboangiitis obliterans is a progressive general- 
ized arterial disease. It initially appears in the extremities as 
segmental arteritis and occlusive thrombosis, and is related to 
atherosclerosis. Only recently, this thrombosis has been shown 
to be due to intramural hemorrhage and ulceration of an 
atheromatous plaque. Arteriograms of the arterial tree in vivo 
and in amputated extremities show extensive proximal involve- 
ment of the arteries, areas of segmental occlusion, and dilated 
collateral vascular channels. Results of blood studies are equiv- 
ocal; however, there are definite alterations, and these may be 
important in interpreting the early development of extensive 
atherosclerosis in the absence of hypercholesterolemia and of 
occlusive thrombosis. Increased blood viscosity and hemocon- 
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centration, rapid clotting, abnormal serum lipoprotein content, 
and low oxygenation of the arterial blood may contribute to 
the clinical and pathologic course of the disease. Almost ail 
deaths were due to advanced atherosclerosis with occlusive 
thrombosis in vital organs. Treatment aimed at correction of 
blood abnormalities, peripheral circulatory deficiency, and in- 
fection in toes or feet has ameliorated the active stage and 
improved the long-term prognosis. 


Accidental hypothermia 


P FOUR CASES OF ACCIDENTAL hypothermia in which the pri- 
mary conditions were senility, myocardial infarction, acute 
paraplegia, and diabetic coma are reported by J. R. Rees, M.B., 
in the March 15, 1958, issue of the Lancet. In three of the 
cases there was a delay in diagnosis because of reliance on the 
standard clinical thermometer. This difficulty is readily avoided 
by use of a low-reading rectal thermometer whenever the or- 
dinary clinical instrument fails to register. Shivering is an un- 
reliable sign; it occurred in only one of the patients. In two of 
the cases the clinical features were striking, with pallor and 
rigidity resembling rigor mortis. Both had bradycardia, col- 
lapsed veins, and a normal blood pressure; these are remarkable 
features in view of the presence of a large myocardial infarct 
in one of the patients. Treatment of accidental hypothermia 
varies with its duration and may be either rapid or slow re- 
warming. Moderate warming should not be used, since this may 
release vasospasm, without sufficient warming of the blood. 
Chilled blood returns to the heart, lowering the central tempera- 
ture still further, and in critical cases death may result from 
cardiac arrest soon after the start of treatment. In acute hypo- 
thermia of rapid onset and less than 12 hours’ duration, such as 
immersion hypothermia, rapid warming is recommended. In 
chronic hypothermia of slower onset and more than 12 hours’ 
duration, rapid warming may lead to hypotension; spontaneous, 
slow warming by the patient’s own metabolic processes is best. 
Heat cradles are of doubtful use. In one case accidental hypo- 
thermia may have protected against shock. Deterioration during 
slow warming may be an indication to continue hypothermia. 
In hypothermia there is evidence of adrenal damage and deple- 
tion of hepatic and cardiac glycogen, which may lead to heart 
failure even at relatively high temperatures. Cortisone, glucose 
intravenously, and digitalis may therefore be given during re- 
covery. 


Severe exacerbation of 
cancer of the breast 
after oophorectomy and adrenalectomy 


P FOUR CASES OF CARCINOMA of the breast that were made 
worse by endocrine gland extirpation are reported by Richard 
E. Wilson, M.D., Andrew G. Jessiman, M.D., and Francis D. 
Moore, M.D., in the February 13, 1958, issue of the New 
England Journal of Medicine. Three of the patients had ovari- 
ectomy and one had adrenalectomy. All had metastases and 
three of the four died within 6 months of the operation. Three 
of the tumors were definitely estrogen stimulated, and the 
fourth patient may have had a pituitary-stimulated tumor. In 
two of the cases, small quantities of postmenopausal estrogens 
may have been serving to suppress adrenal estrogen production 
or pituitary activity rather than to stimulate the tumor. The 
exacerbation that followed ovariectomy may have been due to 
the rise in the level of adrenal estrogens. In the third case, 
cortisone failed to halt the tumor growth that was accelerated 
after adrenalectomy. The explanation for this may be that 
cortisone was being converted to estrogen. In the fourth case, 
possibly pituitary-stimulated, hypophysectomy did not achieve 
remission after the exacerbation caused by ovariectomy. It was 
felt that the tumor had been driven into such a state of activity 
that no alteration in hormonal environment would bring it un- 
der control. It appears that there may be mammary cancers of 
a certain biologic nature that are held in check by estrogen 
probably by way of pituitary suppression, rather than being 
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stimulated by it. It is not in the young premenopausal woman 
or in the older woman with raised estrogen levels that the 
“release” phenomenon occurs; the menopause is the time of 
danger. There is no accurate way to predict response to endo- 
crine gland extirpation; one must be alert to the possibility of 
an untoward reaction in every case. To guard against sudden 
stimulation of the disease, cortisone given before and for 3 
months after operation may be helpful. 


Weight control— 
a practical office approach 


P A WEIGHT REDUCTION PROGRAM that included the use of phen- 
metrazine hydrochloride is described by Robert H. Barnes, 
M.D., in the February 22, 1958, issue of the Journal of the 
American Medical Association. The usual dosage was one 25 
mg. tablet orally before lunch and dinner, and the maximum 
dosage was three tablets three times a day to a total of 225 mg. 
Effects of suggestion were eliminated by a double blind method 
of administering drug and placebo. The drug (or placebo) 
was given for 4 weeks, then each patient was automatically 
shifted to the drug or placebo group, depending on what he 
had been receiving. The importance of the double blind technic 
was shown by the occurrence of anorexia, nausea, xerostomia, 
insomnia, and nervousness in 15 patients during placebo periods. 
Diet therapy consisted in trying to teach patients to make 
modifications in their eating habits that would be lifelong. A 
sheet of serving portions based on the diabetic exchange system 
was used as a guide for amounts, with the number of serving 
portions per meal varying with the individual. This allowed for 
adequate interchange of types of food while preventing a too- 
monotonous pattern. Biweekly follow-up visits were insisted on. 
Every patient who was ambulatory was advised to take a brisk 
half hour walk morning and evening. Regular daily exercise 
can be the difference between a starvation diet and a more 
normal diet. Fifty-seven of the 93 patients treated lost an aver- 
age of 0.86 kg. (1.9 lb.) per week while receiving phenmetra- 
zine as compared with the 0.25 kg. (0.54 Ib.) average weekly 
loss while receiving the placebo. There was a low incidence of 
undesirable side-effects. 


Sequelae of febrile convulsions 


® accordiNc To Richard Penrose Schmidt, M.D., in the March 
1958 issue of the Medical Clinics of North America, convulsive 
attacks associated with fever in the infant and young child 
occur one or more times in about 2 per cent of all children. It is 
often said that such convulsions are benign; they have even been 
compared to the chill in adults, as if the function and cause 
were similar to those in the chill. If neurologic signs appear, 
they are likely to be attributed to encephalitis or “febrile throm- 
bosis” of a cerebral vein or artery. Although direct evidence 
is admittedly scanty, it appears that in some circumstances the 
convulsion itself may initiate a process that results in brain 
damage. Many cases labeled as acute infantile hemiplegia may 
be the result of this process. Serious neurologic complications 
probably occur in a higher percentage of patients than is usual- 
ly reported, since such cases are usually excluded from reported 
series on the grounds that the cerebral damage is due to other 
processes such as encephalitis or primary vascular disease. 
After an uncomplicated febrile convulsion there is a strong 
tendency for such attacks to recur with similar illnesses 
throughout early childhood, although they usually occur only 
once in a single febrile episode. There is a natural tendency for 
this convulsive reaction to fever to be reduced by the age of 4 
or 5 years. True febrile convulsions are viewed as belonging to 
an epileptic syndrome which may be a relatively specific entity 
confined to an age group and with a distinct genetic predispo- 
sition and a good prognosis. In a significant number of cases, 
habitual or recurrent seizures will continue after childhood. A 
less favorable or guarded prognosis would be indicated by a 
prolonged or focal convulsion, neurologic residua, seizure with 
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minimal elevation of body temperature or subsequent convulsion 
without fever, age under 6 months or beyond 4 years, abnormal 
electroencephalogram after recovery from fever, and more than 
one convulsion in a single fever. Because of the potential haz- 
ards of recurrent attacks, continued administration of anti- 
epileptic drugs is recommended in all cases of febrile convul- 
sions at least until the age of 3% or 4 years. 


Thesaurosis following 
inhalation of hair spray 


> A CLINICAL AND EXPERIMENTAL STUDY of the effects of hair 
sprays is presented by Martin Bergmann, M.D., I. Jerome 
Flance, M.D., and Herman T. Blumenthal, M.D., in the March 
6, 1958, issue of the New England Journal of Medicine. A\l- 
though the composition of the various brands of hair spray is 
a trade secret, it is generally known that they contain, in addi- 
tion to a Freon propellant, various synthetic and naturally 
occurring resins in aqueous or alcoholic solutions. Perfumes 
and small amounts of lanolin are other common ingredients. 
Two cases of diffuse bilateral pulmonary infiltrates and hilar 
lymphadenopathy are reported. In both, the radiologically visible 
lesions disappeared about 3 months after discontinuing use of 
hair spray. In one of the patients, a scalene lymph node was 
excised and showed a foreign-body granuloma typical of those 
produced by the parenteral introduction of macromolecular sub- 
stances. In experiments on guinea pigs subcutaneous injection 
of hair spray residue acted like a typical macromolecular sub- 
stance. It brought about a granulomatous inflammation at the 
site of injection and was demonstrable in the reticuloendothelial 
cells of the liver and spleen. Surprisingly, an inflammatory re- 
action, which was probably due to the presence of the material 
in reticuloendothelial cells, was also found in the lungs of two 
guinea pigs kept for 75 days. The question whether functional 
impairment results from the deposition of macromolecular sub- 
stances in the reticuloendothelial system has not been conclu- 
sively determined. It is possible that relatively large amounts can 
be stored without significant reduction in function. Neverthe- 
less, such storage phenomena are undesirable, and at least 
potentially dangerous from the point of view of possible latent 
carcinogenesis. 


Respiratory deaths 
associated with 
Asian influenza epidemic 


> IN THE FEBRUARY 1, 1958, issue of The Journal of the 
American Medical Association, Richard E. Herrmann, M.D., 
George I. Ogura, M.D., Edward S. Johnson, M.D., Henry W. 
Toll, Jr., M.D., and William C. White, M.D., report on 23 
deaths due to acute respiratory inflammation associated with an 
epidemic of Asian influenza. These represent an increase to 8 
times the number of such cases seen in the Denver coroner’s of- 
fice fer comparable months of the preceding 4 years and imply 
a higher mortality associated with this disease than previously 
believed. The deaths occurred in a wide variety of age groups, 
generally after a short illness, mainly in persons who did not 
receive medical care, and often in persons suffering from 
chronic diseases. Bacterial studies at autopsy recovered pneu- 
mococci and/or micrococci (staphylococci) from 17 of the 
cases (results of the coagulase test were positive and the 
organism fermented mannitol). At autopsy also, an unusual 
degree of laryngotracheobronchial inflammation was found.’ A 
variety of pneumonias, from interstitial in infants to lobar in 
adults, was noted, as in the 1918-1920 influenza epidemic. At 
least two cases of pneumonia characterized by fibrin exudate 
and formation of hyaline membrane in the alveoli are believed 
consistent with the classical description of influenzal pneumonia. 
The question of antibiotic therapy of influenza is raised, par- 
ticularly in patients suffering from other diseases. The one 
patient who received multiple antibiotic therapy was ill with 
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terminal lobar pneumonia when first seen. Of special sig- 
nificance is the occurrence of alcoholism and/or chronic liver 
disease in 11 out of 13 persons over 30 years old who died. It 
is suggested that these persons should receive careful medical 
attention and adequate prophylactic antibiotic treatment. 


Physical treatment 
of postmastectomy lymphedema 


P IN THE JANUARY 8, 1958, issue of the Proceedings of the 
Staff Meetings of the Mayo Clinic, G. Keith Stillwell, M.D., 
and John W. B. Redford, M.D., discuss the treatment given 
at their clinic over a 22-month period for postmastectomy 
lymphedema of the upper extremity. The therapeutic program 
is based on the Starling hypothesis of counteracting forces 
driving water through the capillary wall in each direction. 
While it is probably an oversimplification to apply this concept 
to a single capillary, it seems reasonable to apply it to a capil- 
lary bed over certain period in considering the formation and 
removal of edema. Mechnical centripetal massage is given for 
30 minutes with the “vasopneumatic” device. This is followed 
by manual massage to reduce the edema and by isometric ex- 
ercise of the muscles of the arm and forearm to increase 
venous and lymphatic flow. The massage and exercising are 
done with the extremity elevated to enlist the aid of gravity 
in moving fluid out of the limb. The patient is instructed in 
a program of bandaging, elevation, and exercise to be carried 
on between treatments. Of patients in this study who remained 
in the clinic for 4 or more days, 73 per cent lost a third or 
more of their edema. Four days of treatment appears to be 
optimal for obtaining a significant reduction in the size of the 
limb. 


Vesicourethral suspension 
for urinary stress incontinence 


® THE RESULTS OF 83 operations for urethrovesical suspension 
in 82 women are presented by Virgil S. Counseller, M.D., and 
Richard E. Symmonds, M.D., in the March 1958 issue of the 
American Journal of Obstetrics and Gynecology. A total of 100 
vaginal operations had been performed on 57 of the patients 
without relief of recurrent stress incontinence. Of the total 
group of 82, 69 found it necessary to wear some perineal pro- 
tection constantly when standing. The severity of incontinence, 
failure of previous operations, and necessity for individualiza- 
tion of treatment in patients with this condition led the authors 
to perform concomitant vaginal operations with 25 of the 59 
Marshall-Marchetti-Krantz procedures and with 6 of the 12 
Millin-Read procedures. The Ingelman-Sundberg operation was 
performed in 12 patients. Sixty operations (72 per cent) pro- 
vided complete cure and 12 (14 per cent) major improvement 
of the condition. Thus 86 per cent of the operations can be 
considered successful. Of the 57 secondary operations, per- 
formed after one or more vaginal approaches had failed, 51 (89 
per cent) resulted in cure or marked improvement of incon- 
tinence. No deaths occurred, but the morbidity rate appeared 
greater than that associated with the usual vaginal operations 
performed for «urinary incontinence. Though much of the mor- 
bidity could be attributed to relatively minor degrees of pye- 
locystitis, complications of a serious nature occurred with 
sufficient frequency to justify caution in advising urethrovesical 
suspension. Compared with the Millin-Read and the Ingelman- 
Sundberg operative techniques, the Marshall-Marchetti-Krantz 
operation can be performed with less technical difficuity, less 
postoperative bladder dysfunction, with shorter hospitalization, 
and with equally successful results. Also, this procedure, fre- 
quently combined with preliminary vaginal repair of a cystoure- 
throcele or dissection of a shortened, fixed urethra, is considered 
the operation of choice for most patients with recurrent stress 
incontinence, for incontinent patients with little relaxation of 
the vaginal wall, and for the incontinent patient in whom other 
pelvic disease demands a lower abdominal incision. 
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> Books for review which were received during the period 
from March 5 to April 5 are listed on advertising page 125. 
Reviews of these books will be published as space permits. 


® KAPOSI’'S SARCOMA. Multiple Idiopathic Hemorrhagic Sarcoma. 
By Samuel M. Bluefarb, B.S., M.D., F.A.C.P., Associate Professor of 
Dermatology, Northwestern University Medical School; Attending Der- 
matologist and Chairman, Department of Dermatology, Cook County 
Hospital; Attending Dermatologist, Veterans Administration Research 
Hospital; Assistant Attending Staff, Chicago Wesley Memorial Hospital, 
Chicago, Illinois; Edited by Arthur C. Curtis, M.D., Chairman, Depart- 
ment of Dermatology and Syphilology, University of Michigan Medical 
School, Ann Arbor, Michigan. Cloth. Pp. 171, with illustrations. Price 
$5.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1957. 


This text of the American Lecture Series is a monograph 
on Kaposi’s sarcoma. The book includes an extensive review 
of the literature and is replete with references and proper 
names, making it more a text for concentrated study than for 
fluent reading. 

The disease has so many variations and characteristics that 
a typical case is extremely rare, if indeed such a case exists. 
It may be found as a tumor of the pericardium with no other 
evidence of disease, or as lesions like those of granuloma pyo- 
genicum. It may be associated with another malignant con- 
dition (cancer or leukemia), it may simulate stasis eczema or 
Schamberg’s disease, and it may ulcerate. 

The etiology and pathogenesis are as confusing as the other 
facets of the disease. The therapy of choice at this time is 
roentgen irradiation, but the number of cases noted by any one 
physician is limited, and there is no conformity of opinion as 
to dosage. 

If there is a single outstanding characteristic of the disease, 
it is the development of a lesion that appears to be vesicular 
but is solid—a lymphangioma-like tumor—with or without 
erythema. 

The book is a reference source, but its worth as such 
would be greatly enhanced by a more adequate index. 


A. P. Uvsricn, D.O. 
Dantet Koprince, D.O. 


® OCCUPATIONAL DISEASES OF THE SKIN. By Louis Schwartz, 
M.D., Medical Director (Retired) U. S. Public Health Service, Chief of 
Dermatosis Section; Consultant in Dermatology, National Institutes of 
Health; Consultant in Dermatology, U. S. Public Health Service; for- 
merly Associate Clinical Professor of Dermatology and Syphilology, New 
York University; Special Lecturer in Industrial Medicine, Georgetown 
University; Special Guest Lecturer, the Johns Hopkins University 
School of Hygiene and Health; Louis Tulipan, M.D., Emeritus Clinical 
Professor of Dermatology, New York University, Bellevue Post-Graduate 
Medical School; Consulting Dermatologist, Bellevue Hospital; and Don- 
ald J. Birmingham, M.D., Medical Director, Chief Dermatologist, Occu- 
pational Health Program, U. S. Public Health Service; Assistant Profes- 
sor of Dermatology and Syphilology, University of Cincinnati College of 
Medicine, Cincinnati, Ohio. Ed. 3. Cloth. Pp. 981, with illustrations. 
Price $18.00. Lea & Febiger, Washington Square, Philadelphia 6, 1957. 


This edition presents the accumulated knowledge about 
occupational diseases and is as different from the previous 
edition as a jet is from a propeller-driven airplane. The in- 
creasingly chemical-minded world in which we live is mentioned 
in other textbooks, but full realization of the fact is brought 
home in this text. This volume of approximately 1,000 pages 
is unusual in that some parts of the material covered are ap- 
plicable to everyone in the practice of medicine, whereas others 


624 


would be of interest only to technical groups of the most re- 
stricted type. One of the outstanding chapters concerns skin 
hazards from radiation. The first portion of this chapter should 
be a reading niust to anyone in the field of radiology, including 
dermatologists, x-ray physicists, or those using radiation in in- 
dustry. It would be prime reading for biologists and research 
workers using trace substances. 

The structure of the book lends itself to practical use. The 
first section establishes what constitutes an occupational derma- 
tosis and progresses to diagnosis and general methods of treat- 
ment. Prophylaxis is covered first in general, then in groups as 
related to chemical insults to skin, and later in the individual 
industrial problem. The general practitioner who thinks this 
book too deep for him should stop and realize that occupational 
diseases are probably the most common of all skin disorders. 
Even eczema of housewives’ hands is often primarily a contact 
and occupational disease. The closing portion of the book is 
devoted to an analysis of 114 skin hazards in various occupa- 
tions. 
One chapter covers medicolegal aspects of occupational dis- 
ease. This book is a must for dermatologists and is recom- 
mended to the general practitioner. It would be well worth any 
other physician’s time and trouble to pick out the high lights. 


A. P. Uxsricn, D.O. 
D: Koprince, D.O. 


®& BLOOD AND BONE MARROW PATTERNS. By G. D. Talbott, 
M.D., formerly Chief of Medicine, 2750th Hospital, and Respiration Sec- 
tion, Aero Medical Laboratories,. Wright-Patterson Air Force Base, Day- 
ton, Ohio; Elmer R. Hunsicker, B.S., formerly Chief of Laboratories, 
2750th Hospital, and Respiration Section, Aero Medical Laboratories, 
Wright-Patterson Air Force Base, Dayton, Ohio; and Jonah Li, M.D., 
University of California Medical Center, San Francisco. Cloth. Pp. 59, 
with illustrations. Price $12.00. Grune & Stratton, 381 Fourth Avenue, 
New York 16, 1957. 


This is essentially an atlas of the blood and blood forming 
organs of the body. The terminology is somewhat unusual. 
Rubricyte, rubricytic series, and rubriblast are used for erythro- 
cyte, erythrocytic series, and erythroblast. The usual difference 
of opinion of the classification of Naegeli and Schilling types 
of leukemia are present. For the most part, the color plates 
are excellent and reproductions of photomicrographs. The book 


is primarily a reference work and not a text. 
Grorce E. Himes, D.O. 


® PRE-EMPLOYMENT DISABILITY EVALUATION. Detailed 
Policies Regarding Applicants Applying for Employment with Special 
Reference to Various Disabilities. By William A. Kellogg, M.D., F.A.C.S., 
Formerly Associated with the Medical Department, Douglas Aircraft Co., 
Inc., Long Beach, California Division; Clinical Professor of Surgery, 
New York Polyclinic Post-Graduate Medical School; Assistant Attending 
Surgeon, Bellevue, Broad Street, Gouverneur, and Polyclinic Hospitals, 
New York. Cloth. Pp. 155. Price $10.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1957. 


For the benefit of both employees and employer, modern 
industry utilizes the services of physicians in its employment 
programs. Some abnormal conditions are grounds for rejection 
of a prospective employee, and others impose restrictions on his 
working hours or physical expenditure on the job. According 
to the Preface, little has been written to guide the physician’s 
thinking as to how an illness or deformity will affect a person’s 
working capacity. Therefore, this manual is much needed, be- 
cause often the medical examiner is asked to make the final 
decision on hiring a jobholder. 


Journat A.O.A. 


Comprehensive coverage ot the subject is offered in an out- 
line style with an exceptionally fine table of contents and index, 
all of which are helpful to the busy physician. Ring holes and 
line perforations make conversion of pages into a looseleaf 
notebook a simple matter. 

The book is divided into twenty-three sections. Nine are 
concerned with abnormalities in the systems of the body, such 
as ulcers in the digestive system or emphysema in the respira- 
tory system. The other sections give information on certain 
diseases, for example, hepatitis, malaria, and impetigo, or on 
specific organs, such as the ear or the eye. The first few chap- 
ters are devoted to the physical examination and the medical 
questionnaire. 

Any physician who is asked to give a medical opinion on 
prospective employees will find this volume valuable. 


® THE PRACTICE OF INFECTIOUS DISEASE. By Louis Wein- 
stein, Ph.D., M.D., Professor of Medicine, Tufts University School of 
Medicine; Lecturer on Infectious Disease, Harvard Medical School; Chief 
of the Infectious Disease Service and Senior Physician, Medical Service, 
New England Center Hospital, Boston, Mass. Cloth. Pp. 501. Price 
$8.50. McGraw-Hill Book Company, 330 West 42nd Street, New York 
36, 1958. 


Those physicians whose practice includes its share of pa- 
tients with infectious diseases should find useful this up-to-date 
text on diagnosis and treatment of these disorders. 

Accent is on the organ or organ system affected, rather 
than on the causative agent. Since the physician’s mind is pri- 
marily directed to the disordered section of the patient’s body, 
it is believed that his task in diagnosis and selection of treat- 
ment will thus be facilitated. 

The author has included only those diseases most frequent- 
ly observed in the United States and Europe, and not all of 
these. Any construed as “tropical” (even such diseases as ma- 
laria, cholera, and most worm infestations), though rather com- 
mon in the United States, have been omitted. Reference state- 
ments have not been documented. 


® A SYSTEM OF OPHTHALMIC ILLUSTRATION. By Peter Han- 
sell, M.R.C.S., F.R.P.S., F.B.P.A., Director of the Departments of Pho- 
tography and Illustration, Institute of Ophthalmology and Westminster 
Medical School, University of London. Cloth. Pp. 114, with illustrations. 
Price $5.75. Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1956. 


A specialized and restricted subject is presented in its most 
common-sense form to help the doctor-photographer achieve 
clinically valuable illustrations. Although written primarily for 
the specialty of ophthalmology, the book stresses principles that 
are applicable to medical photography of any part of the human 
body. 

Considering the small size of the book, the author has gone 
into great detail regarding equipment, special technics, and 
anatomic considerations. Two especially helpful chapters deal 
with technic as modified by the room in which one is working, 
and suggestions for documentation and recording of finished 
work. 

Not only physicians, but also those interested in organizing 
a photography service in hospital or medical school should find 
valuable suggestions in this book. 


® FUNDAMENTALS OF ELECTROCARDIOGRAPHY AND VEC- 
TORCARDIOGRAPHY. By Lawrence E. Lamb, M.D., Director of Car- 
diology and Chief, Department of Internal Medicine, Air University, 
School of Aviation Medicine, USAF, Randolph Air Force Base, Texas; 
Consultant in Cardiology, 3700th USAF Hospital, Lackland Air Force 
Base, San Antonio, Texas. Cloth. Pp. 142, with illustrations. Price 
$9.50. Charles C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1957. 


This profusely illustrated textbook is intended for physi- 
cians who wish to learn the modern concepts of electrocardiog- 
raphy and vectorcardiography from the ground up, as well as 
for the cardiologists who can profit from the advanced concepts 
and new material set forth in footnotes. 

Beginning with fundamentals and research, the text pro- 
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gresses through clinical data and explanation of three dimen- 
sional vectorcardiography into a workable approach to the 
problems inherent in observing the electrical behavior of the 
heart. Included in the discussion are effects of anomalous posi- 
tion of the heart and of lead length on measurements, as well 
as limitations of currently used instruments. 

The bases of vector analysis are presented as a mathemati- 
cal science, since, as the author states in his preface: 
. . . unless one understands the fundamental difference between polygons 
and coordinate graphs there is not much probability of comprehending 
the her manag between vectorcardiograms and electrocardiograms, or their 
similarities, 


® MICROTECHNIQUES OF CLINICAL CHEMISTRY FOR THE 
ROUTINE LABORATORY. By Samuel Natelson, Sc.M., Ph.D., Chair- 
man, Department of Biochemistry, Rockford Memorial Hospital, Rock- 
ford, Illinois. Cloth. Pp. 484, with illustrations. Price $11.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1957. 


This work is of value to investigators into the effect of 
disease or drugs on the human organism or small laboratory 
animals. It should prove of value to those faced with an analy- 
sis of inorganic and organic constituents present in small 
amounts in all fields of chemistry. 

The terms used in microanalysis are explained in detail. 
The appendix offers valuable information on microphysical 
measurements, the significance of “normal values,” simple sta- 
tistical methods for evaluating test data, and the principles of 
absorption spectrophotometry. 


® A THERAPY FOR ANXIETY TENSION REACTIONS. By Ger- 
hard B. Haugen, M.D., Henry H. Dixon, M.D., and Herman A. Dickel, 
M.D. Cloth. Pp. 110. Price $3:50. The Macmillan Company, 60 Fifth 
Avenue, New York 11, 1958. 


The preface to this small book states that it “presents a 
hypothesis concerning the etiology, pathogenesis, and therapy 
of one of the so-called psychoneuroses.” The authors make it 
clear that theirs, like most theories of psychiatry, will probably 
undergo much revision before it can be completely accepted. It 
is that those patients exhibiting anxiety tension reactions should 
be taught to relax. The monograph explains why and how, up- 
holding the belief that tension reactions are a habit which can 
be unlearned. The unhappy, uncomfortable, tense person will be 
helped more by being taught how to meet life’s problems than 
by an exploration of the “unconscious mind” and the past, ac- 
cording to the authors. 

Although it is admitted that this hypothesis has not yet 
been widely tested, the authors feel that it is extremely useful 
and encourage physicians to examine it. They offer their therapy 
not as a replacement for older concepts, but as an additional, 
worth-while outlook on‘ treatment of psychoneuroses. 

Descriptions of helpful relaxation exercises and case his- 
tories are included. 


® POSITIONING IN RADIOGRAPHY. By K. C. Clark, M.B.E., 

F.S.R., Honorary Fellow and Past President, Society of Radiographers: 
ese Hospital Training Certificate, 1921, M.S.R. 1922; Radiographer, 
Princess Mary’s Hospital (for Surgical Tuberculosis) and Margate (Gen- 
eral) Hospital, 1922-27; Radiographer-in-charge, Royal Northern Hospi- 
tal, London, 1927-35; Tutor to X-ray Training School, 1930-35; Lecturer 
in Radiographic Technique for Postgraduate Courses in Medical Radi- 
ology—from 1940 D.M.R.E.; from 1942 D.M.R. (London); from 1951 
D.M.R. (Diagnosis), University of London, British Postgraduate Medical 
Federation; Responsible for lecture course Joint Hospitals Radiographic 
School (Charing Cross, University College and Westminster) for the 
Membership Diploma of the Society of Radiographers (M.S.R.). from 
1953; Principal of the Department of Radiography and Medical Photog- 
raphy of Ilford Limited from 1935. Ed. 7. Cloth. Pp. 655, with illus- 
trations. Price $29.00. Grune & Stratton, 381 Fourth Avenue, New York 
City 16, 1956. 


One of the most profusely illustrated of manuals for the 
radiologist has now reached its seventh edition, in a revised and 
enlarged state. The book is comprehensive in its coverage and 
lucid in its description. A total of 2,150 illustrations show posi- 
tioning of the patient, results obtained from different positions, 
and certain radiographic equipment. 
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Various parts of the body are treated individually, includ- 
ing such specialized areas as the optic foramina, air sinuses of 
the skull, and lacrimal ducts. There are also sections on spe- 
cialized procedures, including kymography, tomography, mye- 
lography, stereography and seriescopy, miniature radiography, 
cineradiography, angiography, and macroradiography (new to 
this edition). Supplementary material covers contrast media, 
metric equivalents, notes on exposure tables, and a new section 
on radiation exposure to the patient. 

The author has endeavored to be extremely practical in his 
presentations, for the most part describing the procedures he 
has found to be most successful in his own practice. He gives 
many suggestions for obtaining high quality roentgenograms, 
illustrated with diagrams and tables of technical factors. 

This is certainly one of. the finest books of its kind—per- 
haps: unique in its field—and can be highly recommended for 
any practicing radiologist. 


® THE PRINCIPLES AND PRACTICE OF DIATHERMY. By 
Bryan O. Scott, M.R.C.S., L.R.C.P., D.Phys.Med., Consultant in Physi- 
cal Medicine, The Radcliffe Infirmary and Cowley Road Hospital, Ox- 
ford, England; The Churchill Hospital Headington; and the Oxford 
Regional Hospital Board. Cloth. Pp. 193, with illustrations. Price $5.00. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Til., 1957. 


This book is designed as a textbook for students of short- 
wave therapy. It deals with principles and practice of diathermy, 
especially from the physical point of view. An attempt has been 
made to simplify some of the problems that students are in- 
clined to find difficult, particularly in the chapters on history, 
physics, generators, and indications for short-wave therapy. 

Endeavor has been made to retain easy readability. Language 
has been made as simple as is compatible with accuracy. The 
volume should prove particularly helpful to teachers of physio- 
therapy. 


® TECHNIQUE OF FLUID BALANCE. Principles and Management 
of Water and Electrolyte Therapy. By Geoffrey H. Tovey, M.D., Direc- 
tor, South West Regional Blood Transfusion Service, Southmead, Bris- 
tol; Lecturer in Haematology, University of Bristol. Cloth. Pp. 100. 
Price $2.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


This monograph provides the busy doctor with a concise 
and essentially practical outline of the maintenance of body 
fluid equilibrium and the correction of an established imbalance. 
It advises him of the place of biochemical estimations in the 
diagnoses and treatment of body fluid imbalance, and of their 
limitations. 

In addition, attention is paid to the needs of physicians 
who must prescribe such treatment in the absence of laboratory 
aids. The author also provides a simplified scheme of manage- 
ment of water and electrotype therapy, including a new type of 
fluid balance record chart that can be employed by doctors 
working with or without full laboratory facilities. 


® THE STORY BEHIND THE WORD. Some Interesting Origins of 
Medical Terms. By Harry Wain, A.A., B.S.M., M.D. (cum laude), 
M.S.P.H., Diplomate, American Board of Preventive Medicine; Fellow, 
American College of Preventive Medicine; Fellow, American Public 
Health Association; Member, Royal Society of Health, London, England; 
Member, American Medical Association; Health Commissioner, Mansfield- 
Richland County, Ohio. Cloth. Pp. 342. Price $8.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


The author has shared his hobby with the reader by com- 
piling a dictionary of the history of medical nomenclature. More 
than 5,700 derivations from Greek, Latin, Anglo-Saxon, Arabic, 
Romance, and Modern German have been arranged alphabetical- 
ly, interspersed with thumbnail biographies of the great per- 
sonalities of medicine. Many readers will recognize material 
that has appeared monthly since 1949 in the Ohio State Medical 
Journal. 

The book should be valuable to many people with various 
interests: as informative casual reading for the busy physician, 
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as a source of etymology for the medical writer, and for its 
historical facts and inspiration for the medical student and nurse. 


® CARDIO-CHARTING. Universal Method of Recording Heart Aus. 
cultation. By Arthur Briskier, M.D., Senior Clinical Assistant Physician 
and Cardiologist, Mount Sinai Hospital, New York City; Assistant Phy- 
sician, Cardiac Department, French Hospital, New York City. Cloth. Pp. 
58, with graphs. Price $6.00. The Macmillan Company, 60 Fifth Avenue, 
New York 11, 1957. 


A small, well-indexed manual presents a graphic method of 
illustrating the findings of cardiac auscultation. To the usual 
symbols used to denote sounds and murmurs, the author has 
added color—blue for sounds and red for murmurs, intensity, 
timing, character or quality, direction of transmission, and even 
the position of the body during auscultation. 

This method makes possible a concise and compact record 
of findings and renders unnecessary long written descriptions. 
This graphic method can be applied internationally without con- 
cern about the language of the recording physician. 


® OPERATIVE SURGERY. Volume 5: Orthopaedic Surgery. Under 
the General Editorship of Charles Rob, M.C., M.Chir., F.R.C.S., Pro- 
fessor of Surgery, St. Mary’s Hospital, London; and Rodney Smith, 
M.S., F.R.C.S., Surgeon, St. George’s Hospital, London. Cloth. Pp. 371, 
with illustrations. Price $19.50. F. A. Davis Company—Medical Publish- 
ers—1914-16 Cherry Street, Philadelphia 3, 1957. 


® OPERATIVE SURGERY. Volume 6: Hand; Amputations; Plastic 
Surgery; Gynecology and Obstetrics. Under the General Editorship of 
Charles Rob, M.C., M.Chir., F.R.C.S., Professor of Surgery, St. Mary’s 
Hospital, London; and Rodney Smith, M.S., F.R.C.S., Surgeon, St. 
George’s Hospital, London. Cloth. Pp. 434, with illustrations. Price 
$19.50. F. A. Davis Company—Medical Publishers—1914-16 Cherry 
Street, Philadelphia 3, 1958. 


These most recently published volumes of the eight-volume 
set maintain the superior quality of the preceding four volumes 
(reviewed in THE JourNAL in May and September 1957). 
Volume 5 is devoted entirely to orthopedic surgery, and the 
coverage is extensive. The hand, amputations, plastic surgery, 
and gynecology and obstetrics make up Volume 6. The text is 
concisely and excellently written, and the drawings continue to 
be highly instructive. 


® MOSBY’S REVIEW OF PRACTICAL NURSING. Ed. 2. Cloth. 
Pp. 354, with illustrations. Price $4.25. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, Missouri, 1957. 


Rapid changes in the training and functions of the practical 
nurse have made the revision of this manual necessary. In this 
second edition, particular attention has been given to expanding 
and bringing up to date the chapters dealing with drugs and the 
administration of medications, nutrition and diet therapy, and 
rehabilitation nursing. A completely new unit on psychiatric 
nursing has been added. 

The material is designed to be used in conjunction with 
texts or reference books. The outline type of presentation will 
make review and reference work quick and easy. 


® THE PRINCIPLES OF EXERCISE THERAPY. By M. Dena 
Gardiner, F.C.S.P., Diploma of Bedford Physical Training College; 
Teacher of the Chartered Society of Physiotherapy (T.M.M.G. and 
T.E.T.); Deputy Principal of the London Hospital School of Physio- 
therapy. Cloth. Pp. 295, with illustrations. Price $4.00. The Macmillan 
Company, 60 Fifth Avenue, New York 11, 1957. 


The value of a good physiotherapist as part of the re- 
habilitative team is inestimable. She cannot do her job well, 
however, unless the physician in charge is thoroughly acquaint- 
ed with the principles that surround physiotherapy. Although 
primarily written for the student of physiotherapy and the 
practicing physiotherapist, this book could be a great help in 
aiding the doctor in his prescription of the various therapeutic 
exercises. 

This second edition has been expanded to include the new 


Journar. A.O.A. 


concept of proprioceptive facilitation, a method of neuromuscu- 
lar re-education. The other chapters—for example, those on 
mechanical principles, relaxation, joint mobility, muscle power, 
posture, and individual, group, and mass treatments—have been 
modified in keeping with physiotherapy’s modern thought and 
practice. A full discussion of each exercise includes a descrip- 
tion of the positions for both patient and physiotherapist, a list 
of the muscles that will benefit, a physiologic analysis, a list of 
modifications, and the effects and uses. Line drawings add to 
the explicitness of the text. 


. ABNORMAL LABOR. By L. A. Calkins, M.D., Department of 
Gynecology and Obstetrics, University of Kansas Medical Center, Kansas 
City, Kansas. Paper. Pp. 70, with illustrations. Price $2.75. Charles Cc 
Thomas, Publisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 
1958. 


Abnormal parturition is a problem that faces physicians 
frequently. Intended as a quick reference, this small volume 
attempts to cover both common and unusual abnormalities in 
the three stages of labor. In such limited space (70 pages), 
detailed coverage would be impossible, but the information con- 
tained has been condensed intelligently and accuracy has not 
been sacrificed to brevity. 

The author’s outline style and the boldface type in which 
important points are set make the book especially easy to use. 
Excellent charts and tables organize and summarize the text. 


® UNEXPECTED REACTIONS TO MODERN THERAPEUTICS. 
Antibiotics. By Leo Schindel, M.D. Cloth. Pp. 146. Price $3.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1957. : 


The gist of reports from hundreds of publications around 
the world have been compiled in a small book on unexpected 
toxic reactions to use of eleven antibiotics. Diseases caused by 
bacteria resistant to antibiotics are also discussed. Signs and 
symptoms of unexpected reactions and their management are 
described fully. Each chapter, devoted to a single antibiotic, 
closes with a brief bibliography of recent references. 

Generally, side effects have been iaid exclusively to personal 
idiosyncracy of the patient. The author believes that, although 


‘there are hypersensitive individuals, one must not ignore actual 


physiologic effects of drugs on the human organism—effects 
that can give rise to toxic reactions having nothing to do with 
personal idiosyncracy. 

It is stated: “Under side-effect a reaction is understood, 
undesirable, unexpected, and annoying, as response to an applied 
drug principle for which it is not labelled.” The author then 
proceeds to separate side effects into “true” and “false”’—those 
occurring after medication and those resulting from use of 
placebos. 

The physician must be the final judge as to value and dan- 
ger of any antibiotic before using it in his practice. This handy 
book, incorporating information hitherto unavailable in a single 
source, should help him to make his decisions. 


®&® NEW AND NONOFFICIAL DRUGS. Containing Descriptions of 
Therapeutic, Prophylactic and Diagnestic Agents Evaluated by the Coun- 
cil on Drugs (formerly, Council on Pharmacy and Chemistry) of the 
American Medical Association. Cloth. Pp. 645. Price $3.35. J. B. Lip- 
pincott Company, East Washington Square, Philadelphia 5, 1958. 


Formerly. New and Nonofficial Remedies, this latest edition 
of the annual publication of the Council on Drugs of the 
American’ Medical Association has a new name and includes 
forty-eight additional monographs on drugs which have recent- 
ly been evaluated by the Council. A guidebook, it remains a 
boon to the practicing physician who must keep pace with the 
wealth of material produced each year by pharmaceutical re- 
search. As usual, all monographs are arranged alphabetically 
according to their nonproprietary titles and are grouped under 
chapters according to pharmacologic action or clinical use. Each 
monograph provides the following information: chemical or 
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biologic identity, including pertinent properties; actions and 
uses, including associated side effects, toxicity, and precautions ; 
and dosage, including route of administration. Trade names 
appear at the end of each monograph for the benefit of the 
physician. The index is complete and well arranged, and in- 
cludes both generic and trade names. 


® THE POSTOPERATIVE CHEST. Radiographic Considerations 
After Thoracic Surgery. By Hiram T. Langston, M.D., Anton M. Pan- 
tone, M.D., and Myron Melamed, M.D. Cloth. Pp. 228, with illustra- 
tions. Price $8.00. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


Eighty pages of roentgenograms and line drawings chosen 
from 300 cases of post-thoracic surgery are presented for use 
of the roentgenologist and surgeon who must evaluate x-ray 
studies of changes produced in the chest by surgical interven- 
tion. The page facing each plate carries a brief but adequate 
legend. 

A relatively high KV technic (120—130 KV) with a sta- 
tionary grid has resulted in shadows that permit clearer analy- 
sis. The element of time is stressed, since progression or regres- 
sion of changes seen in the postoperative chest affect prognosis. 

The authors’ foreword includes a brief description of the 
technical aspects of their surgical treatment and a classification 
of roentgenographic appearance of the various categories of 
thoracic changes encountered in their practice. 

The monograph supplies at-a-glance aid for the physician 
and surgeon concerned with evaluation of the chest after 
surgery. 


® OFFICE GASTROENTEROLOGY. By Albert R. Andresen, M.D., 
Clinical Professor Emeritus of Medicine, State University of New York 
College of Medicine at New York City; Attending Physician, Long Is- 
land College Hospital; Area Consultant in Gastroenterology, Veterans 
Administration. Cloth. Pp. 707, with illustrations. Price $14.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 5, 1958. 


In recent years the term “practical” has annexed a connota- 
tion of “shortened,” and many a book has justified use of the 
adjective in its title by the simple expedient of leaving out cer- 
tain aspects of its subject. Dr. Andresen has prepared a truly 
practical monograph on the ever-broadening subject of gastro- 
enterology. 

While covering his field thoroughly, the author has omitted 
the standard dead weight of a ponderous bibliography and 
duplication of treatment, which is shown in the current tendency 
to treat each phase of a specialty as somehow divorced from 
all other phases. Instead, the sections come on in logical se- 
quence: an introduction to the physiology, symptomatology, 
diagnosis, and treatment of gastrointestinal disease; those dis- 
eases affecting the entire gastrointestinal tract; those affecting 
different parts of the tract; and those originating in other parts 
of the body, but capable of producing gastrointestinal symptoms 
and lesions. Indications for treatment of each disorder are dis- 
cussed and specifically outlined unless treatment is similar to 
that prescribed for another disorder. In these instances, the 
author cites the page on which treatment is originally discussed, 
thus saving both index space and the reader’s time. 

Dr. Andresen believes it best “. . . to give no treatment 
without good reason,” and further states that his book contains 
nothing that has not stood the test of time in his 40 years of 
teaching experience. It should be an excellent addition to the 
library of any physician. 


® CURRENT THERAPY 1958. Latest Approved Methods of Treat- 
ment for the Practicing Physician. Edited by Howard F. Conn, M.D. 
Cloth. Pp. 827. Price $12.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1958. 


For the past 10 years, this annually revised work has kept 
the practicing physician familiar with the latest approved meth- 
ods of treatment and warranted his praise. This current edition 
again serves its purpose with the mentioning of many proved 
therapies advanced during the past year. One of the most in- 
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teresting sections to note in this current work is the preface, 
which makes a comparison of the first edition of the series, 
1949, with the present volume. It seems almost amazing, but 10 
years ago most of the effective agents in treating cardiovascular 
disease were unknown—the anticoagulants, the antihypertensive 
drugs, the vasopressor agents. Also completely unheard of were 
the so-called “tranquilizer” drugs, which today offer much hope 
in the treatment of mental illnesses. With most of its sections 
completely rewritten by different authors each year, it should 
be a matter of great pride to the editor that this book retains 
its high standards and exceptional value. It is also to the 
editor’s credit that this work is presented in such an attractive 
fashion and that the author and subject indices and the appen- 
dices are kept so complete. 


® A HANDBOOK ON DISEASES OF CHILDREN including Dietet- 
ics & the Common Fevers. By Bruce Williamson, M.D. Edin., F.R.C.P. 
Lond., Physician, Children’s Dept., Royal Northern Hosp., Lond.; Physi- 
cian, Children’s Hospital, Northaw; Physician, Prince of Wales General 
Hospital, London; Physician, Barnet General Hospital; Physician, En- 
field War Memorial Hosp.; Lecturer, North London Post-Graduate Insti- 
tute. Ed. 8. Paper. Pp. 483, with illustrations. Price $6.00. Williams 
& Wilkins Company, Mount Royal and Guilford Avenues, Baltimore 2, 
1957. 


With the development of new diagnostic and therapeutic 
methods for children’s diseases, there was need for an up-to-date 
manual presenting readily accessible information to the busy 
physician. To make this work as complete as possible, this 
handbook remained out of print for a year in order to revise 
all sections to conform with progress in the world of medicine. 
Its usefulness is now strikingly evident. Because of the monu- 
mental advances in poliomyelitis and the antibiotics, these sec- 
tions have been completely rewritten. Prescriptions are no 
longer recorded but are replaced by an extended list of drugs 
with doses at the various ages to meet the modern tendencies 
in therapeutics. 

Diseases are presented according to the system of the body 
affected, beginning with the respiratory system and ending with 
the nervous system. Special chapters are devoted to rheuma- 
tism, tuberculosis, common skin disorders, common fevers of 
childhood, syphilis and gonococcal infection, infant welfare and 
dietetics, and artificial feeding. As in previous editions, the 
book begins with a report on the progress reflected in the latest 
statistical review for England and Wales on infant and child 
mortality. Many new illustrations have been added, and the 
index is again excellent. 


B® CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM. 
By Herbert E. Natof, M.D., Assistant in Anesthesia, University of IIli- 
nois, College of Medicine; and Max S. Sadove, M.D., Professor of Sur- 
gery (Anesthesiology), University of Illinois, College of Medicine; Head, 
Department of Anesthesiology, Research and Educational Hospitals, Chi- 
cago. Cloth. Pp. 197, with illustrations. Price $6.00. J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1958. 


Although this book is entitled “Cardiovascular Collapse in 
the Operating Room,” it is more concerned with prevention of 
the phenomenon than with methods of resusitation. The im- 
portance of preventive treatment is stressed because resusitative 
therapy is frequently ineffective. The authors state that too 
many physicians and surgeons look upon cardiovascular collapse 
as a separate entity, rather than the summation of multiple 
pathophysiologic insults frequently superimposed upon serious 
preoperative diseases. 

The discussion of causative factors includes consideration 
of pre-existing disease, errors in anesthesia, inadequate preopera- 
tive preparation, excessive operative load on a weakened myo- 
cardium, electrolyte disturbances, and careless movement and 
positioning of the patients. The authors also examine several 
physiologic mechanisms that appear to influence the operative 
and anesthetic course of the patient unfavorably. These are 
hypoxia, hypercapnia, anemia, hypovolemia, hypotension, reflex 
changes, and the toxic effects of anesthetic agents. 

Of particular interest in this extensive survey of the sub- 
ject are the case histories, whose often fatal consequences 
serve to emphasize the need to adopt measures to prevent the 
complications of cardiovascular collapse. According to the au- 
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thors, one of the most important preventive measures is the 
complete cooperation of the surgical team, the surgeon, the. 
anesthesiologist, the laboratory workers, and the nursing staff, 
In particular, the astute anesthesiologist can often detect early 
pathologic manifestations pointing to the danger of cardiovas- 
cular collapse. And, even “poor risk patients” will tolerate 
surgery and anesthesia when they are adequately prepared pre- 
operatively and when they are subjected to careful and compe- 
tent anesthesia and surgical intervention. 

All members of the medical profession should find this 
book of value. Those who participate in surgical procedures 
will find the entire work useful, while those who are confronted 
with cardiovascular collapse outside the operating room will 
particularly be interested in the sections on diagnosis and treat- 
ment. 


®& GYNECOLOGIC AND OBSTETRIC PATHOLOGY. With Clinical 
and Endocrine Relations. By Emil Novak, A.B., M.D., D.Sc. (Hon., 
Trinity College, Dublin; Tulane), F.A.C.S., F.R.C.0.G. (Hon.), Late 
Assistant Professor Emeritus of Gynecology, The Johns Hopkins Medical 
School; Gynecologist, Bon Secours and St. Agnes Hospitals, Baltimore; 
Fellow and Past President, American Gynecological Society; and Ed- 
mund R. Novak, A.B., M.D., Assistant Professor of Gynecology, The 
Johns Hopkins Medical School; Gynecologist, Johns Hopkins, Bon Se- 
cours, Hospital for the Women of Maryland, and Union Memorial 
Hospitals, Baltimore, Maryland. Ed. 4. Cloth. Pp. 650, with illustra- 
tions. Price $14.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1958. 


This fourth edition stays within the sound framework of 
its predecessors and will without doubt retain its high position 
in the field of gynecologic and obstetric pathology. 

Various changes have been made in this edition, chief 
among them addition of a chapter on recent developments in 
cytology and a complete revamping of those dealing with pla- 
cental abnormalities, and implantation and placentation. General 
revision of the text includes additions to the bibilography and 
amplification of such important and equivocal pathologic prob- 
lems as the relationships of basal cell hyperactivity and intra- 
epithelial cancer, and of endometrial hyperplasia, adenocarci- 
noma, and pelvic tuberculosis. 


® BRAIN TUMORS. Their Biology and Pathology. By K. J. Zilch, 
M.D., Professor of Neurology, University of Cologne, and Head, De- 
partment of General Neurology, Max Planck Institute for Brain Re- 
search. American Edition, based on the Second German Edition, trans- 
lated by Alan B. Rothballer, M.D., M.Sc., and Jerzy Olszewski, M.D., 
Ph.D. Cloth. Pp. 308, with illustrations. Price $9.50. Springer Pub- 
lishing Company, 44 E. 23rd St., New York 10, 1957, 


This book is based on an analysis of the author’s series of 
4,000 cases of brain tumors personally examined and classified. 
It correlates the biologic behavior of brain tumors with their 
pathologic type. Throughout, the data are related to the clinical 
picture, a result of the author’s close association with a number 
of leading neurosurgical clinics... 

Importance of accurate macroscopic and microscopic ex- 
amination and precise differential diagnosis is stressed. Each 
type of tumor is considered in detail and illustrated with photo- 
graphs and photomicrographs. 

The book should be a valuable aid to the clinician in classi- 
fication of tumors. 


® THE RETICULAR FORMATION OF THE BRAIN STEM. Ana- 
tomical Aspects and Functional Correlations. By Alf. Brodal, M.D., 
Professor of Anatomy, Anatomical Institute, University of Oslo, Nor- 
way. Cloth. Pp. 87, with illustrations. Price $3.00. Charles C Thomas, 
Publisher, 301-327 E, Lawrence Ave., Springfield, Ill., 1957. 


This book offers a review of the reticular formation, those 
parts of the brain which in recent years have attracted much 
interest among neurophysiologists, clinical neurologists, neuro- 
surgeons, and psychiatrists. The book presents particulars of 
studies performed by the author and his collaborators in the 
Anatomical Institute, University of Oslo. Their analysis of 
available data makes possible the statement of some principles 
regarding organization of the reticular formation. 
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Hospital - tested — New Feed - Rite 
plastic Nursers can be safely steam 


es 


sterilized in the home for new babies. 


Feed-Rite Nursers are made of 


Marlex #50, a semi-rigid, smooth- 
surfaced plastic, which is non-toxic, 
unbreakable, will not absorb odors 
and withstands temperatures up to 
250° F. The plastic Feed-Rite nipple 


covers make possible effective ter- 


minal sterilization in the home — 


nipples are fully covered and in an 


upright position — provide sterile 


protection of nipple and formula 
right up to feeding time. 


REPORTS OF IMPARTIAL TESTING LABORATORIES 
AVAILABLE UPON REQUEST FROM THE 


> RUBBER COMPANY, PROVIDENCE 2, R. 1. 
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““THERE'LL BE A GOOD REPORT SOON!"’ 


(PANTOTHENYL ALCOHOL, WARREN-TEED) 


to prevent or relieve 
POSTOPERATIVE RETENTION 


OF FLATUS AND FECES 


Surgical stress appears to increase the physiologic requirement 
for pantothenic acid, an important component of Coenzyme A 
required for acetylation of choline and normal peristalsis. Ilopan 
safely augments the pantothenic acid level in time of post-surgical 
need—is well tolerated when given intramuscularly — may be 
routinely administered by the nurse. Its high solubility permits 
effective dosage in concentrated form. 


HOW SUPPLIED: 2cc. (500 mg.) ampuls and 
10 cc. (250 mg. per cc.) vials 


WARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
“Yaamactuc® Dallas Chattanooga los Angeles Portland 
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The efficacy of Rolicton (brand of amiso- 
metradine) in maintaining diuresis in the ede- 
matous patient has been established on an 
average dosage of one tablet b.i.d. Larger 
doses may be given as initial therapy and as 
maintenance therapy in edema difficult to 
control. Many patients will respond to one 
tablet daily. 


“The margin of safety and the diuretic index is 
certainly an improvement over the use of oral mer- 


curial diuretics.”! 


Avoiding “Peaks and Valleys” 

A highly desirable effect, and one which 
has been made possible with Rolicton, is the 
maintenance of continuous diuretic effective- 
ness day after day over an extended period, 
to avoid the up-and-down weight pattern 
typical of other edema-control methods. 
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Illustration by Hans Elias 


Rolicton’ Diuresis Maintains 
Continuous Edema Control 


“There was an obvious stabilization of weight 
in practically all of the patients under observation, 
and previous wide fluctuations in poundage disap- 
peared.”2 


Mercury-Sparing 

Typical of the Rolicton diuresis pattern is 
the ability of the drug to reduce and, in a 
large percentage of patients, to eliminate the 
need for mercurials parenterally. 

. the drug represents a most useful addition 
to our armamentarium in the treatment of edema, 
not only because it can be given orally . . . but more 
so because it permits [us] to replace or to spare the 
mercurials.”3 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 

Asher, G.: Personal communication, June 23, —. 
2 Settel, E.: Rolicton® (Aminoisometra 


dine), a 
mercurial ‘Diuretic, Postgrad. Med. 2]:186 1987. 
3. Goldner, M. G.: Personal communication, June 29, 1 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.’ ‘Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '’2 


— 


MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
Lad a, relieve simultaneously (a) muscle 
rheum atoid arth ritis spasm (b) joint-muscle inflammation 
(c) physical distress . . . and may 
thereby help prevent deformity and 
disability in more arthritic patients 


involves both to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 


formulas: 
join ali MEPROLONE-5—5.0 mg. prednisolone, 


400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 


MEPROLONE-2—2.0 mg. prednisolone, 
muscles 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 


MEPROLONE-2. 


F 1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 
2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST MEPROBAMATE PREDNISO LONE THERAPY 


meprobamate to relieve muscle spasm 


relieves both 
muscle spasm 
and joint inflammation 


Ts) M\ MERCK SHARP & DOHME philadelphia 1, Pa 
Division of MERCK & CO., Inc. 
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1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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With Cholan therapy, the distressing symptoms of constipation, nausea, 


Malte Maltbie Laboratories Division « Wallace & Tiernan Inc. « Belleville 9, N. J. 


PCN-8! 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 
Relaxation 


Cholan 


hydrocholeretic — spasmolytic 


dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.id. after 
meals. Cholan HMB —dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 
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Comprehensive tetracycline-sulfonamida” 


RISTOL LABORATORIES 
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Takes the 
“spikes” 
out of 
blood 


pressure... 


calms 
anxiety 


states... 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 
side reactions of larger dosage. 
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Quiescence is 


ul ¥ oa a prescribed when you 


use Butiserpine. 


Each tablet or teaspoonful of elixir contains: 
BUTISOL SODIUM® 15 mg. (% gr.) 


Butabarbital Sodium 
Reserpine 0.1 mg. 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 


MeNEIL) wc 
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Yours is to provide safe and rapid control 


of urinary tract infection. Gantrisin offers 
bacteriostasis where needed — with thera- 


peutically effective lymph and urine levels as 


well as adequate blood levels. 


Your PATIENT’S is based on how quick- 


ly your treatment brings relief. The Azo com- 


ponent adds swift control of urinary tract 
pain and discomfort. 


SUCCESS in the treatment of urinary tract 
infections — 


Azo Gantrisin 


Roche Laboratories 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


GANTRISIN®@ — BRAND OF SULFISOXAZOLE 


J 
: 
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Especially for urinary tract infections 


Description: Azo Gantrisin provides — in a single tablet — the wide-spectrum, 
well-tolerated antibacterial action of Gantrisin, the highly soluble, single 
sulfonamide, together with the local analgesic action of phenylazo-diamino- 
pyridine HCl. 


Properties: Not only does Gantrisin provide high urinary concentrations 
with little likelihood of renal blocking, but therapeutic blood and lymph 
levels can readily be achieved and maintained. Phenylazo-diamino-pyridine 
HCI is a local analgesic agent useful in urinary tract disorders; it generally 
provides rapid relief of dysuria, burning and frequency. The orange-red dye 
appears promptly in the urine; this often has a favorable psychologic effect. 
Indications: Urinary tract infections when associated with pain or discom- 
fort. Particularly useful in cystitis, prostatitis and urethritis when due to 
susceptible organisms. Also valuable before and after urologic surgery, 
cystoscopy and catheterization. 


For dosage and supply refer to PDR, page 758. 


REFER T 
AZO GANTRISIN 
= 


THE PRESCRIPTION FOR 


PSORIASIS 


Thousands of physicians all over the U.S.A. are 
prescribing RIASOL for psoriasis. Their own 
clinical experience has convinced them that 
RIASOL offers great promise of therapeutic suc- 
cess in a very stubborn disease. 


Clinical observations have shown that in most 
cases of psoriasis RIASOL brings about rapid fad- 
ing of the scaly patches with eventual clearing of 
the skin. The incidence of recurrence has also been 
reduced by continuing local treatment after the 
lesions have disappeared. 


RIASOL* contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust to 
patient’s progress. 


RIASOL is ethically promoted. Supplied in 4 
and 8 fld. oz. bottles, at pharmacies or direct. 


*T. M. Reg. U. S. Pat. Off. 


Before Use of Riasol 


After Use of Riasol 


Test RIASOL Yourself 


ete May we send you professional literature and generous 


Dept. JAOA-558 


clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


12850 Mansfield Avenue Detroit 27, Michigan 
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even rf your patients 
he’ll soon be on the beam again, thanksto 
'YLENOL Acetaminophen. . . . . 300mg. 
pre. Anacgesre for ful suloskele : 
AG 


What really causes 
Tape 


Should “allergy” take most of the blame? 
Decidedly not! Allergy causes less than 2% of irritative reactions! 


Yet almost all adhesive tape reactions are blamed on allergy. 
Actually, several more important causes are responsible: 


CHEMICAL — due to impure ingredients, improper stabilization. - 


MECHANICAL — due largely to improperly controlled “stick,” 
“flow” and flexibility of the adhesive mass.* 


BACTERIOLOGICAL — due to infections in lesions arising 
from chemical or mechanical irritations. 


So, in defining adhesive tape quality, the term “HYPO-REACTIVE” is more comprehensive 
than the limited term “hypo-allergenic.” HYPO-REACTIVE gives adequate meaning to the mini- 
mizing of all irritative responses. Hypo-allergenicity is, of course, a desirable attribute of 
adhesive tape, but in itself is far from sufficient. 


True HYPO-REACTIVITY in all of its adhesive tape — every batch, every roll — has always been 
the goal of the continuous research and pilot plant programs, and the actual manufacturing 
processes of Johnson & Johnson. 


Utmost hypo-reactivity in adhesive tape can be assured only through strict maintenance of 
balanced qualities — precisely guided by research, and precisely controlled in manufacture. 


The result? The finest tape available for surgical use today — com- 
bining optimum skin adhesion with the lowest degree of reactivity 
from ANY cause! 


-*4 complete treatise on adhesive tape irritation will be mailed on request. 


New Brunswick, New Jersey 


NO CONNECTION WHATSOEVER WITH HERICAN NATIONAL 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
m= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
= ARTHRITIC DISORDERS = DERMATOSES 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles of 30 and 100. 


N 
Squibb Quality—the Priceless Ingredient 


“KENACORT® IS A SQUIBB TRADEMARK 


Journat A.O.A. 


| 
| 
| | ; Squibb Triamcinolone 

ae 
| 

1858 1958 

| SQUIBB 


THREE pull straps 
control traction in 
model 430-EHS lumbo- 
sacral support pic- 
tured . . . two 
semi-rigid steels. 
WRITE for “Truform 
Red Book,” the fully 
illustrated reference 
catalog of Surgical 
Supports and Elastic 
Hosiery. 


Please read this “detail”, Doctor... 
because it’s what your favorite Truform fitter would tell you, 
we believe, if he or she visited your office... 


Truform’s educational program offers the finest training in the 

selection and fitting of surgical supports. Truform supports 
are designed on well-understood physiological principles, with 
a thorough understanding of the supportive or corrective 
effects to be attained. And there are a wide variety of designs 
to permit your selection of exactly the correct type to provide 
maximum therapeutic effect consistent with comfort. 


TRUFORM Anatomical Supports are available 
only from the Ethical Appliance Dealer. 


anatomical supports 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
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/dea/ for pregnant and postoperative patients, 


and for drug-induced colonic stasis. 


STANDARD LABORATORIES, 


x 
| 
2 
| 


i 
4 
al? 


THE MUTUAL BENEFIT LIFE 
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His vos: To broaden your life and brighten your future—through science 


Mutual Benefit Life’s Job: 


TRUE 
SECURITY 


FOR YOU AND 
YOUR FAMILY 


Like the engineer and scientist, your 
profession too, shapes the future. Sim- 
ilarly, Mutual Benefit Life deals in 
the future — your future and your 
family’s . . . offering you the finest, 
fullest protection in the life insurance 
field through its True Security. 


True Security is just what the 
name implies—the ultimate in worry- 
free, trouble-free lifetime life insur- 
ance. As personal and precise as a 
prescription, it is created for you 
and you alone—matched to your par- 
ticular earning curve, your present 
needs, your future objectives. 


Your Mutual Benefit Life man, like 
a scientist, conquers the unknown by 
means of the known. Using current 
facts about your job, your family, 
he considers every provision you’ll 
need in the future in the plan he cre- 
ates for you today. Only such a plan— 
based on today, built for tomorrow— 
can offer you True Security. 


Whatever your age or income, inves- 
tigate True Security now. It is now 
offered with the most liberal coverage 
in Mutual Benefit Life’s 113-year his- 
tory, and at a new, low cost. 


MUTUAL 
BENEFIT 
LIFE 


The Insurance Company 
for TRUE SECURITY 


INSURANCE COMPANY, NEWARK, NEW JERSEY 
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| 
| { if 
| 
| 
| 
4 
| 
| 


Unexcelled 
advantages 


relaxes both mind 


without 
impairing mental 
or physical 
efficiency 


® “ Tranquilizer with muscle-relaxant action 
K | The original meprobamate, discovered and 
introduced by a WALLACE LABORATORIES 


2-methy!-2-m-propyl-1,3-propanediol dicarbamate New Brunswick, New Jersey 
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Nutritional supplementation may not be nec- 
essary for those who come to you for school 
certificates or ingrown toenails. But the great 
majority — about 75% —of all patients need 
your help in meeting the increased metabolic 
demands of illness. Give them viterra, the 
comprehensive supplement of vitamins and 
minerals. See how much better they will do. 
*average of patients and indications seen in general 


Practice. Source: independent research organization; 
name on request. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


MAY DO BETTER 


YOU ADD 


VITERRA 


Each VITERRA capsule contains: 


Vitamins 

Vitamin A (Palmitate) .............. 5,000 U.S.P. Units 
Vitamin D (irradiated Ergosterol) ...... 500 U.S.P. Units 
Thiamin Hydrochloride U.S.P. ..........0e-eeee 3 mg. 
Pyridoxine Hydrochloride U.S.P. ............+- 0.5 mg. 
Caicium Pantothenate 5 meg. 
Vitamin E (from mixed tocopherols concentrate) .3.7 1.U. 
Minerals 

Calcium (from Dicalcium Phosphate) ........ 213 mg. 
Cobalt (from Cobaltous Sulfate) ............. 0.1 mg. 
Copper (from Cupric Sulfate) ..........-.... 1 mg. 
lodine (from Potassium lodide) ............. 0.15 mg. 
Iron (frorm Ferrous Sulfate) 10 mg. 
Manganese (from Manganous Sulfate) ........ 1 meg. 
Magnesium (from Magnesium Sulfate) ....... 6 mg. 
Molybdenum (from Sodium Molybdate) ...... 0.2 mg. 
Phosphorus (from Dicalcium Phosphate) ..... 165 mg. 
Potassium (from Potassium Sulfate) ......... 5 mg. 


Dosage: usually one capsule daily. 


Also available as VITERRA TASTITABS® (ideal for chil- 
dren) and VITERRA THERAPEUTIC (for high potencies). 
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anxiety is the voice of stress © 


hy pertension tional component, 


o spect son hav 
IS a State and motional tens! 
ytens! con 
of stress relieved. The combined levels. 
icantly als maintained at nearly 
wre 1S 
plood press 
= EQUANIL 
Meprobamate 
PHENERGAN® HCI 
Promethazine HCI , 
SPARINE® HCI 
Promazine HCI Wyeth Meprobamate 
A Wyeth normotropic drug for nearly ® 
every patient Under stress _ Philadelphia 1, Pa. Relieves tension—mental and muscular 


Representative Case Report: male, aged 60 
Hypertension of long. duration, complicated by anxiety» eae 

nervousness: ;nsomnia, headache. palpitations and 

EQuANIL was given as an gajunct 
pertensive treatment. Symptoms of 
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Schwartz, Tulipan & Birmingham— 
Occupational Diseases of the Skin 


By LOUIS SCHWARTZ, M.D. 


Medical Director (Retired), United States Public Health Service, 
Chief, Dermatoses Section; Consultant in Dermatology, 
National Institutes of Health 


LOUIS TULIPAN, M.D. 


Emeritus Clinical Professor of Dermatology, New York University, 
Bellevue Post-Graduate Medical School; Consulting Derma- 
tologist at the Bellevue Hospital, New York 


and DONALD J. BIRMINGHAM, M.D. 


Medical Director, Chief Dermatologist, Occupational Health Program, United States Public Health Service; Assistant 
Professor of Dermatology and Syphilology, University of Cincinnati College of Medicine, Cincinnati, Ohio 


The physician’s need for detailed information on 
modern industrial skin hazards is filled completely 
in this widely used book. The authors describe in- 
dustrial processes and chemicals, furnish the back- 
ground on which dermatoses develop, and describe 
possible irritants to which workers may be exposed. 
Prevention, diagnosis and treatment are presented 
clearly and concisely. The subject is arranged by 
trades, occupations and professions, and by causa- 
tive agents. 


The 3rd edition contains three new chapters: Skin 
Hazards from Radiation in Atomic Industry, Medi- 
cine and Defense, by W. D. Norwood, M.D.; Occur 
pational Marks, by F. Ronchese, M.D.; and Skin 
Hazards of Detergents and Surface Active Agents, 
by Anthony M. Schwartz, Ph.D. The revised and 
up to date text includes skin involvements associated 
with new chemical processes developed since publi- 
cation of the second edition, and in more than 100 
occupations. 


3rd Edition. 981 Pages. 189 Illustrations and 2 Plates in Color. $18.00. 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


*NEW: FELSOL TABLETS now available 


See Your Physicians’ Desk Reference for Details 


Have 


you 


FELSOL provides safe and 
effective relief in asthma, hay 
fever, and related bronchial 
affections. 


< 

wvv 


FELSOL also relieves pain 
and fever in arthritis, headaches, 
rheumatic fever, colds, and flu. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a 
single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97, 1950) 


Each Each 
Ingredients Powder Tablet 
Antipyrine ...... 870 mg.. a mg. 


lodopyrine ...... 30 mg... 15 mg. 
Citrated Caffeine. .100 mg... 50 mg. 


Note: Each powder equals two 
tablets. 
Try this unique and superior product by writing 
for free professional bles and literature. 


American Felsol Co.—P.O. Box 395—Lorain, Ohio 


*At local pharmacies in boxes of 15 and 90 
powders, or bottles of 30 and 180 tablets. 


MODERNIZE YOUR OFFICE 


WITH NEW oTEELINE 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 116 


14 fully-stocked 
a.s. aloe company | division... 


1831 OLIVE STREET © ST. LOUIS 3, MO. coast to coast 
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“The excellent hypotensive effect observed in 
patients receiving this combination ['Mzo-Pressin’] 
confirmed... the premise that hypertension 
must be regarded as a syndrome with a series of 
complex causes, and that treatment must involve 
the use of several drugs.” sath nd Pac 


hypertension @ Mio ” Pre S sin 2 


(in two dosage strengths) 
a balanced combination of rauwolfia— protoveratrine— Dibenzylinet 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for phenoxybenzamine hydrochloride, S.K.F. 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse”@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 

Complete information available on request 


Ayerst Laboratories New York, N. Y. Montreal, Canada 
5546 
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FOR\PROMPT/ UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important. to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.' These are definite advantages 
to your patient. 


1. Lewis, J.M.., et al.: J. Pediat. 31:496. 


Pleasant, candy-like flavor 
Better absorbed, better utilized 


Longer storage in the body 
No regurgitation, no “fishy bt 


Homiagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


TURN THE PAGE 
for laboratory proof of 

the prompt dispersion 
of Homagenets 
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Excess vitamin dosage unnecessary 
be chewed, swallowed or 
j 


VISUAL 
PROOF OF 
THE RAPID 


HOMAGENETS 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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® SPECIFIC ANTITUSSIVE... 


“COTHERA” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
. .. subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 
action to induce almost immediate relief of ‘sandpaper’ throat and 
‘annoying tickle’. .. followed by sustained moderation of the cough 
reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 
“COTHERA” is completely acceptable to all age groups. 


Indications: “COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive smoking. It may be used safely for short- 
term or prolonged treatment. 

Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. 


Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 


Ayerst Laboratories New York 16, N. Y.* Montreal, Canada 
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ANEMIA 


Provides therapeutic quantities of all known hematinic factors 


Potent “Trinsicon’ offers complete and 
convenient anemia therapy plus max- 


vide at least an average doseAf iron for 


imum absorption and tolerance. Just two 
Pulvules ‘Trinsicon’ daily produce a 
standard response in the average uncom- 
plicated case of pernicious anemia (and 
related megaloblastic anemias) and pro- 


ELI LILLY AND COMPANY © INDIANAPOLIS 6, 
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| © QUALITY / RESEARCH / INTEGRITY 
hypochromic anemias, ingfuding nutri> 
tional deficiency types. ‘Phe A ic 
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| (never inhibits) v; Buy 
| Available in kttles of 60.ah 
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Conventions and 


meetings 
Announcements 

American Osteopathic Associa- 
* tion, Sixty-Second Annual Conven- 
tion, Sheraton-Park and Shoreham 
Hotels, Washington, D.C., July 14- 
' 18. Program Chairman, Richard O. ¢ 
' Brennan, 1115 W. Alabama St., ¢ 
: Houston 6, Tex. 


Academy of Applied Osteopathy, annual 
meeting, Shoreham Hotel, Washington, 
D.C., July 17-18. Secretary Margaret 
W. Barnes, Box 1345, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 16. 
Secretary, A. J. Schramm, 5880 San 
Vicente Blvd., Los Angeles 19. 


American College of Neuropsychiatrists, 
annual meeting, Sheraton-Park Hotel, 
Washington, D.C., July 11-13. Secre- 
tary, Don C. Littlefield, 4320 Atlantic 
Ave., Long Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Waldorf Astoria 
Hotel, New York City, October 2-4. 
Program Chairman, H. Earle Beasley, 
189 Bay State Rd., Boston 15, Mass. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Pedia- 
tricians, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 10-13. 
Secretary, Myron D, Jones, Osteopath- 
ic Hospital of Kansas City, 926 E. 11th 
St., Kansas City 6, Mo. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Blvd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Derma- 
tology, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 14-15. 
Secretary, Llemelyn T. Holden, 145 
Pier Ave., Hermosa Beach, Calif. 


American Osteopathic College of Pathol- 
ogists, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 14-15. 
Secretary, Arthur L. Wickens, Mt. 
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1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1 tablet 
all night 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), 
bottles of 50 tablets. 


'Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956, 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Leoming 155 44th St., New York 17, N.Y. 


Clemens General Hospital, 1000 Har- 
rington Blvd., Mt. Clemens, Mich. 


American Osteopathic College of Physical 
Medicine and Rehabilitation, annual 
meeting, Sheraton-Park Hotel, Wash- 
ington, D.C., July 14. Secretary, John 
A. Schuck, College of Osteopathic Phy- 
sicians and Surgeons Rehabilitation 
Center, 1739 Griffin Ave., Los Angeles 
a; 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary, F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Association of Osteopathic Publications, 
annual meeting, Shoreham Hotel, 
Washington, D.C., July 12. Secretary, 
Miss Josephine Seyl, 212 E. Ohio St., 
Chicago 11. 


British Osteopathic Association, June 20- 
21. Secretary, Thurston True, Andrew 
Still House, 24-25 Dorset Sq., London 
N.W. 1. 


California, annual. meeting, Senator Ho- 
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tel, Sacramento, May 14-18. Program 
Chairman, Richard E. Eby, 1247 N. 
Park Ave., Pomona. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 4775 
Santa Monica Blvd., Los Angeles 29. 


Canada, annual meeting, Hotel London, 
London, Ont., October 2-4. Program 
Chairman, E. S. Detwiler, 444 Water- 
loo St., London, Ont. Secretary, Miss 
Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25. 


Council of Southern States, annual meet- 
ing, Shoreham Hotel, Washington, 
D.C., July 13. Secretary, Mr. Barton 
K. Johns, 5009 Central Ave., Tampa, 
Fla. 
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Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell E. Cobb, 
1379 Narragansett Blvd., Cranston 5, 
R.I., Secretary, LeRoy W. Lovelidge. 
Jr., 201 E. Orange St., Lancaster, Pa. 


Florida, annual meeting, Americana Ho- 
tel, Bal Harbour, Miami Beach, Sep- 
tember 29-October 1. Program Chair- 
man, Morton Terry, 1141 N. E. 79th 
St., Miami 38. Executive Secretary, 
Mr. Barton K. Johns, 5009 Central 
Ave., Tampa 3. 


Indiana, annual meeting, French Lick- 
Sheraton Hotel, French Lick, May 18- 


20. Program Chairman, Harold T. 
Sparks, 2317 Washington Ave., Evans- 
ville 14. Secretary, Arabelle Baker 
Wolf, 4840 N. Michigan Rd., Indian- 
apolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-27. Program Chair- 
man, George W. Sutton, 511 E. Wash- 
ington, Mount Pleasant. Secretary, Mr, 
Herman W. Walter, 200 Walnut Bldg., 
Des Moines 9. 


Kansas, annual meeting, Broadview Ho- 
tel, Wichita, September 29-October 1, 
Program Chairman, Donald C. Ford, 
Mack-Welling Bldg., Lucas. Executive 
Secretary, Mr. Lloyd L. Hall, 121 E, 
8th St., Topeka. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, June 11-12. Secretary, Mar- 
tha Garnett, 2829 Brownsboro Rd., 
Louisville 6. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, Box 511, Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 26-28. Program Chair- 
man, Robert J. Meehan, 223 Main St., 
Rockland. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Michigan, annual meeting, Civic Aidito- 
rium, Grand Rapids, October 6-8. Pro- 
gram Chairman, Emmett  Binkert, 
Carson City Hospital, Carson City. 
Executive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


National Osteopathic Guild Association, 
annual meeting, A.O.A. Central Office, 
Chicago, November 14-16. Correspond- 
ing Secretary, Mrs. Robert Witta, Jr., 
335 Wynwood Rd., York, Pa. 


Nebraska, annual meeting, Fontenelle Ho- 
tel, Omaha, September 26-27. Execu- 
tive Secretary, Mr. Robert H. Down- 
ing, Security National Bank Bldg. 
Superior. 


New York, annual meeting, Hotel Stat- 
ler, Buffalo, October 11-12. Program 
Chairman, Wesley C. Luther, 198 
Union St., Hamburg. Secretary, C. 
Fred Peckham, 27 W. Bridge St., Os- 
wego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 23-25. 
Program Chairman-Secretary, S. Dales 
Foster, 710 Public Service Bldg., Ashe- 
ville. 


Northwest Osteopathic Convention, Olym- 
pic Hotel, Seattle, June 12-14. Program 
Chairman, Wilbert B. Saunders, 4730 
University Way, Seattle 5. 


Oregon: See Northwest Osteopathic Con- 
vention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Warwick Hotel, Philadelphia, Sep- 
tember 29-October 1. Program Chair- 
man, John W. Sheetz, Jr., 2065 N. 63rd 
St., Philadelphia 31. Executive Secre- 
tary, Arthur A. Martin, Box 472, 
Kirksville, Mo. 


Journa A,O.A. 


2 : 
| 
| 
| 
‘ y to produce relief that lasts for 
tains 0.18 Gm, glyeine and 0.12 Gm, calcium 
| ce.) contains 0.30 Gm. 
| eases where a SPasme yt ea 
| 
| : 
| | 
PATENTED. 
: 4 Ww York 1, New ‘Yo | 
q 
i) 
| 
| 
q 
i 
| 
| 
i 


Society of Divisional Secretaries, annual 
meeting, Shoreham Hotel, Washington, 
D.C., July 11-12. Secretary, Mr. Paul 
D. Adams, 325 E. McCarty St., Jeffer- 
son City, Mo. 


South Dakota, annual meeting, Drake 
Hotel, Watertown, June 1-2. Program 
Chairman, Lawrence L. Massa, 981 E. 
Main St., Sturgis. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Utah, annual meeting, Boy Scout Service 
Center Auditorium, Logan, June 7-8. 
Program Chairman, Wilford G. Hale, 
506 W. Second South, Logan. Secre- 
tary, Clarence E. Hyatt, 144 E. Fifth 
North St., Provo. 


Vermont, annual meeting, Green Moun- 
tain Inn, Stowe, September 23-25. 
Program Chairman, J. Malcolm Mac- 
Donald, 3 S. Main St., Rutland. Clerk- 
treasurer, Marian N. Rice,.8 Court St., 
Windsor. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 22-24. Pro- 
gram Chairman, Felix D. Swope, 126 
N. Columbus St., Alexandria. Secre- 
tary, John A. Cifala, 2778 N. Washing- 
ton Blvd., Arlington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 18-20. 
Program Chairman, Earl K. Lyons, 
Professional Bldg., Kerens Ave., EI- 
kins. Secretary, Guy E. Morris, 542 
Empire Bank Bldg., Clarksburg. 


Western States Osteopathic Society of 
Proctology, annual meeting, Texas Ho- 
tel, Fort Worth, Texas, October 6-8. 
Program Chairman, Clarence R. Wool- 
sey, 118 Third St., Corpus Christi, 
Texas. Secretary, Earle F. Waters, 925 
E. South Temple St., Salt Lake City 
2, Utah. 


State and 
national boards 


ALABAMA 
Examinations June 24-26. Address D. 
G. Gill, M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., Mont- 
gomery 4. 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations June 17 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


Vor. 57, May 1958 


*Calmitol is the non-sensitizi 
1'%4-oz. tubes and 1-lb. jars, an 


ng antipruritic supplied as Ointment in 
d as Liquid, for more stubborn pruritus, 


in 2-0z. bottles by Thos. Leeming & Co., Inc., New York 17, N.Y. 


CONNECTICUT 

Professional examinations July 8-9. 
Applications must be filed by June 24. 
Address Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 

Basic science examinations June 14. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DELAWARE 


Examinations July 8-10. Address Jo- 
seph S. McDaniel, M.D., Board of Medi- 
cal Examiners, 229 S. State St., Dover. 


FLORIDA 
Professional examinations June 28-29 


at Deauville Hotel, Miami Beach. Appli- 
cations must be filed prior to June 1. 
Address Thomas F. Sheffer, D.O., secre- 
tary, Board of Osteopathic Medical Ex- 
aminers, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. 


GEORGIA 


Examinations July 1 at Atlanta. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, State Capitol, 
Atlanta. 


IDAHO 
Examinations June 12 at Boise. Ad- 
dress Margaret Gilbert, Director, Occu- 
pational License Bureau, Department of 
Law Enforcement, State House, Boise. 
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ILLINOIS 
Examinations in June at Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 8 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


MAINE 


Examinations June 10-11 at Augusta. 
Address George F. Noel, D.O., secretary, 
Board of Osteopathic Examination and 
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Registration, 20 Monument Square, Dov- 
er-Foxcroft. 


MARYLAND 
Examinations in June at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


Ls MASSACHUSETTS 

Exarinations July 8. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MICHIGAN 


Basic science examinations in May at 
Detroit and Ann Arbor. Address Mrs. 


Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 
Basic science examinations June 3 at 
University of Minnesota, Minneapolis, 
Address Raymond N. Bieter, M.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations June 23-24 at Robert E, 
Lee Hotel, Jackson. Applications must 
be filed by June 13. Address R. N. Whit- 
field, M.D., assistant secretary, State 
Board of Health, Old Capitol, Jackson. 


NEVADA 

Professional examinations in July. Ad- 
dress Walter J. Walker, D.O., secretary, 
Board of Osteopathic Examiners, 345 
Cheney St., Reno. 

Basic science examinations July 8. Ad- 
dress Donald G. Cooney, Ph.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, Box 9005, University Station, Reno. 


NEW JERSEY 
Examinations on June 17. Address Pat- 
rick H. Corrigan, M.D., acting secretary, 
Board of Medical Examiners, 28 W. 
State St., Trenton 8. 


NEW MEXICO 
Basic science examinations July 20. 
Address Mrs. Marguerite Cantrell, secre- 


tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NEW YORK 
Examinations June 24-27 at Albany, 
Buffalo, Rochester, Syracuse, and New 
York City. Applications must be filed by 
May 26. Address John W. Paige, M.D., 
Chief, Bureau of Professional Licensing 
Services, 23 S. Pearl St., Albany. 


NORTH CAROLINA 
Examinations July 3 at Raleigh. Ap- 
plications must be filed by June 18. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 


NORTH DAKOTA 
Examinations July 12 at Minot. Appli- 
cations must be filed by June 15. Address 
John O. Thoreson, D.O., Board of Os- 
teopathic Examiners, New Provident Life 
Bldg., Bismarck. 


OHIO 
Examinations June 19-21 at Columbus. 
Applications must be filed by June 5. Ad- 
dress H. M. Platter, M.D., secretary, 
State Medical Board, 21 W. Broad St., 
Columbus 15. 


OREGON 
Examinations in July at Portland. Ad- 
dress Mr. Homer I. Bobbitt, executive 


secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 
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RHODE ISLAND 

Professional examinations July 3-4 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations in August 
at the State Office, Providence. Applica- 
tions must be filed 21 days prior to ex- 
aminations. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations June 17 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 

Professional examinations July 15-16. 
Address Mr. John C. Foster, executive 
secretary, Board of Medical and Osteo- 
pathic Examiners, Room 300, First Na- 
tional Bank Bldg., Sioux Falls. 

Basic science examinations June 6-7 at 
Medicine and Science Building, Univer- 
sity of South Dakota, Vermillion. Appli- 
cations must be filed by May 23. Ad- 
dress Gregg M. Evans, Ph.D., secretary, 
Basic Science Board, 310 E. 15th St., 
Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


TEXAS 

Professional examinations June 23-25 
at the Texas Hotel, Fort Worth. Appli- 
cations must be filed 10 days prior to ex- 
aminations. Applications for licenses by 
reciprocity must be filed 30 days prior. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


VERMONT 
Examinations July 23-24 at Montpelier. 
Applications must be filed by July 10. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


WASHINGTON 

Professional examinations July 14-16 
at the University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Edward 
C. Dohm, secretary, Professional Divi- 
sion, Department of Licenses, Olympia. 

Basic science examinations July 14-16 
at the University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Dohm. 


WEST VIRGINIA 
_ Professional examinations and proces- 
sing of applications for reciprocity June 
16-17 at the Kanawha Hotel, Charleston. 
Address Donald C. Newell, D.O., secre- 
a Board of Osteopathy, Box 611, Oak 
ill. 


WISCONSIN 
Professional examinations July 8-9 at 
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for Renal Pain Relief 


MUSCLE SPASM 


BACTERIOSTASIS 


ACTIVE AGAINST 
ALL SYMPTOMS 


SUPPLIED: Bottles of 
100, 1000, 2,000 


urised 


Chimedtc 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL = /n minutes—uRISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT = In minutes—URISED’s methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 
encourage healing. 
URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 
SAFE = yrisED may be confidently prescribed for treatment of Cystitis 
Pyelitis - Prostatitis + Urethritis - Other Urinary 
Infections > There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast Branch 


381 Eleventh St., San Francisco, Calif. 


Milwaukee. Address Thomas W. Tor- 
mer, Jr., M.D., secretary, Board of Medi- 


cal Examiners, State Office Bldg., 1. W. . 


Wilson St., Madison. 

Basic science examinations June 7 at 
Marquette University School of Medi- 
cine auditorium, Milwaukee. Applications 
must be filed by May 29. Address Mr. 
W. H. Barber, secretary, Board of Ex- 
aminers in the Basic Sciences, Ripon Col- 
lege, Ripon. 


WYOMING 
Examinations June 2 at Cheyenne. 
Address Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank O. Glad- 
ding, D.O., secretary, Board of Osteo- 
pathic Examiners, 504 Kauikeolani Bldg., 
Honolulu 13. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, .M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


June 30—Virginia, $1. Address K. D. 
Graves, M.D., secretary, Board of Medi- 
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ACTH-Like Action 


wiTHOUT ACTH SIDE EFFECTS 


wit 
HOuT ACTH SIDE EFFECTS 


Salimeph-C 


SALIMEPH.-C, specially developed for relief of the pain-spasm-pain 
cycle in musculo-skeletal disorders, exerts a powerful ACTH-like 
action without its undesirable side effects. 


SALIMEPH-C’s active ingredient, like ACTH, acts on the anterior 
pituitary and the adrenal cortex. Both exert antipyretic, anti- 
inflammatory, and anti-rheumatic effects. 


BUT HERE THE “KINSHIP” ENDS 


SALIMEPH-C produces no hypertension, no hirsutism, no edema, 
acne or psychotic reactions or other side effects common to ACTH 
and CORTISONE therapy. 


In the SALIMEPH-C formula the anti-rheumatic action of 
Salicylamide is coupled with the profound skeletal muscle relaxant, 
Me@phenesin. Generous quantities of Ascorbic Acid replenish the 
Vitamin C lost during debilitating diseases and anti-rheumatic 


therapy. 


SALIMEPH-C rapidly relieves the pain which causes the spasm 
and relaxes the spasm which causes the pain in rheumatoid 
arthritis, myositis, torticollis, bursitis, low back pain, osteoarthritis, 


sprains and strains. 


*Trademark Kremers-Urban Company 


FORMULA: 

Each yellow, scored tablet contains: 
Salleylamide. 250 mg. 
Mephenesin................ 250 mg. 
Ascorbic Acid.............. 30 mg. 


Prescribe with Confidence 
KREMERS-URBAN CO. MILWAUKEE 1, WIS. 
Ethical Pharmaceuticals Since 1894 


cal Examiners, 631 First St., S. W., Roa- 
noke. 


On or before July 1—New Mexico, $5. 
Address H. E. Donovan, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Route 2, Box 530, Scotts- 
dale, Ariz. 


July 1—Idaho, $10. Address Margaret 
Gilbert, Director, Bureau of Occupation- 
al Licenses, State House, Boise. 


July 1—Kansas, $10. Address Francis 
J. Nash, M.D., secretary, Board of Heal- 
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ing Arts, New Brotherhood Bldg., Kan- 
sas City. 


July 1—Michigan, $5. Address P. Ralph 
Morehouse, D.O., assistant secretary, 
Board of Osteopathic Registration and 
Examination, 214 S. Superior St., Albion. 


July 1—North Dakota, $3. Address 
John O. Thoreson, D.O., secretary, Board 
of Osteopathic Examiners, New Provi- 
dent Bldg., Bismarck. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Os- 


teopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, 137% Main St., Oak Hill, 


July 1, within period of 60 days follow- 
ing—Indiana, $5 residents, $10 nonresi- 
dents. Address, Miss Ruth V. Kirk, ex- 
ecutive secretary, Board of Medical 
Registration and Examination, 538 
Knights of Pythias Bldg., Indianapolis 4. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are: anatomy; physiology; pathology ; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 
sis; public health and communicable dis- 
eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. . 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part IT, satisfactory comple- 
tion of Part I and of the first two quar-. 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a l-year internship ap- 
proved by the American Osteopathic 
Association. The internship requirement 
does not apply to candidates who took 
Part I prior to July, 1950. 
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Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 


Paul van B. Allen, D.O., secretary, 1512 . 


N. Delaware Street, Indianapolis 2. 


Specialty 
board examinations 


ANESTHESIOLOGY 

Examinations October 25-26 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address Mrs. E. F. Martin, correspond- 
ing secretary. American Osteopathic 
Board of Anesthesiology, P.O. Box 474, 
Coral Gables 34, Fla. 


DERMATOLOGY 

Examinations in July at Washington, 
D.C. Applications must be filed before 
the April 1 prior to the examination date. 
Address Donald L. Gardner, D.O., secre- 
tary, American Osteopathic Board of 
Dermatology, 649 S. Olive St., Los An- 
geles 14. 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
he filed before the April 1 prior to the 
examination date, Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


OBSTETRICS AND GYNECOLOGY 

Examinations February, 1959, at De- 
troit. Applications must be filed before 
the April 1 prior to the examination date. 
Address Jacquelin Bryson, D.O., ‘secre- 
tary, American Osteopathic Board of Ob- 
stetrics and Gynecology, 3300 E. 17th 
Ave., Denver 6. 


OPHTHALMOLOGY AND 
OTORHINOLARYNGOLOGY 
Examinations September 27-28 at Phila- 
delphia. Applications must be filed be- 
fore the April 1 prior to the examina- 
tion date. Address Clifford C. Foster, 
executive secretary, American Osteo- 
pathic Board of Ophthalmology and 
Otorhinolaryngology, Detroit Gladys 
Clinical Bldg., 1388 Gladys Ave., Lake- 
wood 7, Ohio. 


PATHOLOGY 

Examinations July 11 at Philadelphia. 
Applications must be filed before the 
April 1 prior -to the examination date. 
Address O. Edwin Owen, D.O., secre- 
tary, American Osteopathic Board of 
Pathology, Hospital of the Philadelphia 
College of Osteopathy, 48th and Spruce 
Sts., Philadelphia 39. 


PEDIATRICS 
Clinical examinations July 8 at Phila- 
delphia, oral and written tests July 9-10 
at Washington, D.C. Applications must 
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“Premarin” alone. 


“Premarin” with Meprobamate 


Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate. 


PMB (‘‘Premarin” with Meprobamate) is an 
ideal preparation when the patient needs extra 
relief from anxiety and tension during the 
menopause. Once these symptoms are under 


control, therapy may be continued with 


Simple to prescribe as merely PMB 


5827 “Premarin” conjugated estrogens (equine) 


pply: No. 880, PMB-200, 
bottles of 60 and 500. 


Also available No. 881, PMB-400 
(“Premarin” 0.4 mg. with meproba- 
mate 400 mg.), bottles of 60 and 500. 


AYERST LABORATORIES ° NEW YORK 16, N. Y. ° MONTREAL, CANADA 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 


be filed before the April 1 prior to the 
examination date. Address Betsy B. Mac- 
Cracken, D.O., assistant secretary, Amer- 
ican Osteopathic Board of Pediatrics, 
6007 Melrose Ave., Hollywood 38, Calif. 


PHYSICAL MEDICINE AND 
REHABILITATION 

Examinations July 12-13 at Washing- 
ton, D.C. Applications must be filed be- 
fore the April 1 prior to the examination 
date. Address Robert C. Ruenitz, D.O., 
secretary, American Osteopathic Board 
of Physical Medicine and Rehabilitation, 
3122 W. Vernon Ave., Los Angeles 8. 


PROCTOLOGY 
Examinations July 12 at Washington, 
D.C. Applications must be filed before 
the April 1 prior to the examination date. 
Address Carlton M. Noll, D.O., secre- 


tary, American Osteopathic Board of 
Proctology, Box 47, Evergreen, Colo. 


RADIOLOGY 


Examinations October 24-25 at Boston. — 


Applications must be filed before the 
April 1 prior to the examination date. 
Address D. W. Hendrickson, D.O., secre- 
tary, American Osteopathic Board of 
Radiology, 3429 E. Douglas Ave., Wich- 
ita 8, Kans. 


SURGERY 

Examinations October 25-26 at Boston. 
Applications for examination in specialty 
fields of surgery, gynecological surgery, 
neurosurgery, orthopedic surgery, periph- 
eral vascular surgery, must be filed prior 
to April 1. Address Mrs. E. F. Martin, 
corresponding secretary, American Osteo- 
pathic Board of Surgery, P.O. Box 474, 
Coral Gables 34, Fla. 
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‘*Functional vomiting 


should be carefully distinguished 

from organic vomiting. Grave 
consequences may follow if evidences 
of organic derangement... are 

masked by treatment designed to control 
vomiting alone. 


Safely First | in emesis therapy 


EMETROL 


(Phosphorated Carbohydrate Solution) f 


c, NY EMETROL will not suppress symptoms 
arising from organic etiology. It controls 
vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls; 
infants and children, 1 or 2 teaspoonfuls, | 
as often as every 15 minutes. Always | 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual dosage 
regimens in various indications, please 
send for literature: 


1. Bradley, J. E.: Mod. Med, 20:71, No. 20, 1952. 


(Aenne}) KINNEY & COMPANY, ING. Columbus, Indiana 


Health and accident 
hazards in industry* 


Among the many achievements of 
American industry are its successful ef- 
forts to control the health and accident 
hazards arising out of gainful employ- 
ment. The toll taken by occupational dis- 
ease and injury in the United States has 
Leen greatly reduced, but the loss of life 
and limb is still large. Moreover, as new 


“Reprinted from Statistical Bulletin, Metro- 


politan Life Insurance Company, February 1958. 
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processes and materials are developed, 
they may, and occasionally do, bring 
with them new potential hazards. 
Silicosis, long an important source of 
disability in industry, continues to be an 
appreciable problem although much has 
been accomplished in the prevention of 
the disease through dust-control meas- 
ures. In a recent study the Public Health 
Service found that 10,362 cases of sili- 
cosis had been reported in 22 States dur- 
ing the five-year period 1950-54, and 
notes that this total probably underesti- 
mates the actual number. The large ma- 
jority of these victims had contracted the 
disease many years ago—before adequate 
control measures were instituted—but an 
appreciable number of cases were found 


among younger men with relatively re- 
cent exposure to silica dust in mining 
and in various manufacturing industries, 


Effective measures have been taken by 
many industries to reduce or to prevent 
exposure of workers to toxic substances. 
A classic example is the discontinuance 
of the use of mercury in the manufac- 
ture of felt hats, which virtually eradi- 
cated an old and significant cause of in- 
dustrial illness. Similarly, lead poisoning 
has largely been brought under control, 
Workers employed in the production of 
white lead have been protected by reduc- 
tion of the dust hazard, better medical 
supervision, and other safeguards. Peo- 
ple in occupations traditionally using mate- 
rials containing lead—painters, plumbers, 
printers, pottery glazers and decorators— 
have improved their methods of working 
and personal hygiene, or have substitut- 
ed other types of material. Nevertheless, 
there are still a number of lead poisoning 
cases reported each year. Many more 
would undoubtedly occur if those em- 
ployed to blend tetraethyl lead with gaso- 
line and those engaged in the manufac- 
ture of storage batteries were not so 
scrupulously safeguarded. 


Little more than a decade ago cases of 
beryllium poisoning began to occur in in- 
creasing number as the use of beryllium 
compounds expanded, particularly in the 
manufacture of fluorescent light tubes. 
Alerted to the new hazard, industry, with 
the advice of industrial hygiene experts, 
established effective measures of control, 
so that where the use of the chemical con- 
tinues to be feasible, it can be utilized 
safely. In addition, beryllium has heen 
replaced in the manufacture of fluores- 
cent light tubes. Even though very few 
new cases of beryllium poisoning are de- 
veloping, a registry established several 
years ago at the Massachusetts General 
Hospital has on its records more than 
500 cases of the disease. 

The ‘hazards of radiation came dra- 
matically into the news about 30 years 
ago, when a number of women employed 
to paint luminous dials on watches were 
stricken with radium poisoning. The ex- 
traordinary developments of the atomic 
energy industry in recent years, and the 
prospect of vast future growth, pose 
many medical and public health problems. 
While it appears that the activities at 
the major Atomic Energy Commission 
installations have had a good safety rec- 
ord, the growing use of radioactive iso- 
topes in industrial plants, laboratories, 
hospitals, and other places is increasing 
the number of people exposed to radia- 
tion hazard. Maximum protection needs 
to be given persons working with atomic 
substances and equipment. The permis- 
sible levels for radiation exposure set hy 
government agencies can serve as a guide 
for the maintenance of safety among 
workers in this field. 

Accidents constitute a serious hazard 
in a number of occupations. Particularly 
dangerous is the work of aerialists, au- 
tomobile racers, experimental test pilots 
in aviation, caisson workers under high 
atmospheric pressure, steeple jacks, and 
flagpole workers. 

There is evidence that many of the 
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jobs in the logging industry are fraught 
‘vith risk of serious injury. United States 
Bureau of Labor statistics figures indi- 
cate that the average number of days of 
disability per million man hours is about 
10 times as high for loggers as for the 
manufacturing industries as a whole. 
Among the most hazardous activities are 
felling the timber, cutting the felled trees 
into desired lengths, and hauling the logs 
to a central point. 

Coal mining is a relatively hazardous 
industry. In the anthracite mines during 
1955-56, more than 2 per 1,000 employees 
a year were killed on the job, according 
to data from the United States Bureau 
of Mines. The danger of fatal injuries 
is particularly great in underground op- 
erations. 

Pilots who spray, dust, or seed crops 
from planes are subject to a variety of 
hazards. It is estimated from data pub- 
lished by the Civil Aeronautics Adminis- 
tration that the on-the-job accident death 
rate among men engaged in this type of 
work is no less than 10 per 1,000 an- 
nually. 


Note: The following were the major sources 
used in the preparation of this article: ‘‘Silico- 
sis Still Prevalent in U. S.,” Safety Standards, 
January-February 1958, page 1; annual reports 
of Work Injuries in the United States, United 
States Bureau of Labor Statistics; various re- 
ports of the United States Bureau of Mines, 
the Atomic Energy Commission, and the Civil 
Aeronautics Board; “Beryllium Case Registry,” 
Public Health Reports, December 1957, page 
1066. 


Rise in mortality 
last year* 


In 1957, mortality among the Industrial 
policyholders of the Metropolitan Life 
Insurance Company rose to the highest 
level in a decade. The death rate for all 
ages combined increased about 6 percent 
—to 6.6 per 1,000 from 6.2 in 1956, re- 
flecting largely the widespread prevalence 
of Asian influenza and other upper re- 
spiratory infections last autumn. In the 
fourth quarter of the year the total imor- 
tality rate was 16 percent above the cor- 
responding rate for 1956. However, the 
death rate for the year 1957 was lower 
than that for any year prior to 1947 and 
little more than half that recorded in 
1911. In fact, when allowance is made 
for the increase in the average age of 
these insured lives since 1911, the im- 
provement is nearly two thirds. 

If the death rates by age, sex, and 
color prevailing in 1911 had continued 
unchanged, there would have been about 
299,000 deaths among the Company’s In- 
dustrial policyholders, instead of the 115,- 
000 actually reported. This means that 
approximately 184,000 deaths were post- 
poned in 1957 because of the reduction in 
mortality since 1911. 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, January 1958. 
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MORTALITY BY SEX AND AGE 


For each sex the mortality rate at ages 
1-74 years combined was higher in 1957 
than in the year before. Among white 
males the increase was 4 percent, each 
age period beyond the preschool ages 
showing a rise. Among white females 
the age-adjusted death rate at ages 1-74 
was only 2 percent higher last year than 
in 1956. (These increases in the age-ad- 
justed rates are not comparable with the 
rise in unadjusted death rates for all ages 
combined cited above.) 

Space limitations preclude showing the 
details for nonwhite policyholders, but it 
may be noted that they experienced a 
greater increase in mortality than did the 
white. Among nonwhite males the age- 
adjusted mortality rate, ages 1-74, rose 


from 9.1 to 9.6 per 1,000, or 5 percent, 
between 1956 and 1957; among nonwhite 
females the corresponding increase was 4 
percent—from 6.8 to 7.1. 


MAJOR CAUSES OF DEATH 


The  cardiovascular-renal diseases 
showed a marked rise in mortality—from 
328.6 per 100,000 in 1956 to 348.7 in 1957 
—reflecting the vulnerability of people 
with these conditions to the acute respira- 
tory infections which prevailed last au- 
tumn. Each of the major components of 
this group of chronic diseases recorded 
an increase. In recent years the cardio- 
vascular-renal diseases have comprised 
somewhat over half the total mortality 
in this insurance experience. Deaths from 
diseases of the coronary arteries alone 
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account for about one third of all the 
cardiovascular-renal deaths and for near- 
ly one sixth of the deaths from all causes 
combined. 

The mortality from cancer (malignant 
neoplasms) rose from 128.7 per 100,000 
in 1956 to 136.2 in 1957. For cancer of 
the digestive system the increase was 6 
percent and for respiratory cancer it was 
9 percent. Malignancies, as a whole, now 
comprise one fifth of the total mortality. 
Thus, cancer and the cardiovascular-renal 
diseases together account for nearly three 
out of every four deaths among the In- 
dustrial policyholders. 

Diabetes mortality, fluctuating within 
narrow limits in recent years, increased 
only fractionally last year. 
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PNEUMONIA AND INFLUENZA 


A 43 percent increase was recorded in 
the death rate from pneumonia and in- 
fluenza combined between 1956 and 1957, 
the rate rising from 14.0 to 20.0 per 100,- 
000 policyholders. The increase repre- 
sented in large measure the high inci- 
dence of respiratory infection during the 
fourth quarter of last year, .when the 
mortality rate from pneumonia and influ- 
enza was about 3 times that in the like 
period of 1956. The influenza outbreak 
last year was markedly different from the 
1918-19 epidemic in at least two respects. 
Its case-fatality rate was relatively low-— 
a fortunate circumstance in view of thie 
estimate by the Public Health Service 
that approximately 20 million cases of 


Asian influenza occurred in the general 
population of the United States from 
September through December of last 
year. Secondly, the mortality from pneu- 
monia and influenza retained its usual age 
distribution—the highest death rates he- 
ing recorded at the extremes of life— 
whereas in the 1918-19 epidemic the mor- 
tality showed a marked peak at the young 
adult ages. 

The rise in the pneumonia and influenza 
death rate last year should not obscure 
the marked long-term gains made against 
these diseases. The rate in 1957 was only 
about one fourth that prevailing two 
decades earlier and less than one sixth 
that recorded in 1911. 


OTHER COMMUNICABLE DISEASES 


Tuberculosis mortality, continuing its 
long-term decline in 1957, reached an all- 
time low of 6.7 per 100,000 among the 
Company’s Industrial policyholders. This 
represents a reduction of three fourths 
in a decade and of 97 percent since 1911, 
when the death rate from this cause was 
no less than 224.6 per 100,000. 

One of the outstanding features of the 
year’s health record was the progress 
made in the control of poliomyelitis. In 
1957 the death rate from this cause 
among the insured was only 0.1 per 100,- 
000, compared with 0.3 the year before 
and with 1.5 in 1952. About 5,900 cases 
of the disease were reported in the gen- 
eral population of the United States dur- 
ing 1957, a reduction of more than 60 
percent from the 15,400 cases reported in 
the preceding vear, and of about 90 per- 
cent from the nearly 38.000 cases reported 
in 1952. The low incidence of poliomye- 
litis last year has been attributed in large 
part to the wide use of Salk vaccine. 

Another favorable development 
year was a record low death rate from 
the principal communicable diseases of 
childhood—measles, scariet fever, whoop- 
ing cough, and diphtheria. The rate for 
the four diseases together was only 0.1 
per 100,000 policyholders. In 1911 the 
death rate from diphtheria alone was 27.3 
per 100,000. 


MATERNAL MORTALITY 


Although the number of births in the 
general population of the United States 
rose to a new high in 1957, the mortality 
from the complications of pregnancy and 
childbirth among +he Industrial policy- 
holders remained at the record low of 
0.9 per 100,000 established in 1956. This 
is only half the rate for 1950 and less 
than a third that recorded a decade ago. 


EXTERNAL CAUSES OF DEATH 

A slight reduction occurred last year in 
the mortality from accidents (all forms), 
the rate decreasing to 34.9 per 100,000 
from 35.6 in 1956. Motor vehicle and oc- 
cupational (civilian) accidents recorded 
fractional decreases in mortality, while 
the death rate from home accidents re- 
mained unchanged. 

Suicide and homicide rates in 1957 were 
only slightly above the all-time low rates 
established among the Company’s Indus- 
trial policyholders in 1956. For suicide 
the rise was from 5.6 to 5.7 per 100,000; 
for homicide, from 2.4 to 2.9. 
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EXPECTATION OF LIFE 


increasing without interruption 


After 
for 13 successive years, the average length 
of life (expectation of life at birth) of 


the Company’s Industrial policyholders 
decreased slightly in 1957 from the all- 
time high of 70.2 years established the 
year before. According to provisional 
mortality data for 1957, the average 
length of life was 69.9 years, or 0.3 years 
below that for 1956. However, last year’s 
figure exceeded by about 34 years that 
of a decade ago and by 23% years the 
figure for 1909. The long-term improve- 
ment in longevity has been more rapid 
for the Industrial policyholders than for 
the general population of the United 
States. In 1909 the expectation of life at 
birth among these insured was about six 
years less than that for the population as 
a whole; at present the two are on a par. 


MORTALITY IN CANADA 


The foregoing report relates to the 
mortality experience among the Com- 
pany’s Industrial policyholders in the 
United States and Canada, who consti- 
tute a large cross-section of wage-earners 
and their families in the two countries. 
The Canadian experience merits separate 
notice, however, because the influenza 
outbreak apparently had much less effect 
there than it had in the United States. 
Among these insured in Canada, the death 
rate increased only from 4.5 per 1,000 in 
1956 to 4.6 in 1957.¢ Similarly, the rise 
in mortality from the cardiovascular-renal 
diseases was quite moderate—from 204.1 
to 211.7 per 100,000, or less than 4 per- 
cent. Even though the death rate from 
pneumonia and influenza increased about 
15 percent—from 15.3 to 17.6 per 100,- 
000 between 1956 and 1957—the rise was 
relatively only one third as great as it 
was among the Company’s Industrial 
policyholders residing in the United 
States. 


+Because the policyholders in the two coun- 
tries differ in age composition and other charac- 
teristics, the levels of the death rate for the 
two are not directly comparable. 


Outlook in cerebral 
vascular disease* 


Until recently cerebral vascular disease 
received relatively little attention from 
public health authorities, which reflected 
largely the viewpoint that such conditions 
were merely a terminal event in the death 
of old people. However, recent advances 
in the knowledge and treatment of cere- 
bral vascular disease have tended to modi- 
fy this attitude. 

The National Heart Institute of the 
Public Health Service estimates that at 
least 2 million people in the United States 
are handicapped or incapacitated by the 


*Reprinted from Statistical Builetin, Metro- 
politan Life Insurance Company, February 1958. 
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cerebral vascular diseases. These com- 
prise a number of conditions of more or 
less common etiology, primarily cerebral 
arteriosclerosis, cerebral hemorrhage, em- 
holism and thrombosis. Mental deteriora- 
tion is frequently associated with cerebral 
arteriosclerosis, and many thousands of 
such cases are admitted to mental hospi- 
tals each year. 

The cerebral vascular diseases account 
for about 185,000 deaths a year in the 
United States, or for nearly 12 percent 
of the total mortality. Of this number 
almost two thirds are attributed to cere- 
bral hemorrhage and about one fourth to 
thrombosis and embolism. Cerebral vas- 
cular disease is third among the causes 
of death, being outranked only by heart 
disease and cancer; at ages 65 and over 
it is second only to heart disease. 


The common notion that a cerebrovas- 
cular accident (stroke) almost invariably 
causes immediate death is unwarranted. 
It is estimated that about one fifth of 
the victims live a month or more, and 
that many, with less severe involvement, 
live for a considerable period. 

A prime characteristic of the mortality 
from cerebral vascular disease is its con- 
centration in later life. In 1955 more than 
75 percent of the deaths from this cause 
were recorded at ages 65 and over, com- 
pared with less than 70 percent for heart 
disease and little more than 50 percent 
for cancer. The death rate from lesions 
of vascular origin increases very sharply 
with advance in age. Thus, among white 
persons the mortality rate about triples 
from one decennial age group to the next 
in the range from 25 to 84 years. White 
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males record a higher death rate than the 
females in this broad age range; among 
nonwhites, however, the rate for males 
exceeds that for females only at ages 65 
and over. For each sex the mortality 
among nonwhites is greater than among 
whites at all but the oldest age groups; 
the reversal after age 75 may reflect in- 
accuracies in reporting of age among 
nonwhite persons. 

The long-term trend in the recorded 
mortality from vascular lesions of the 
central nervous system has been down- 
ward, but it is difficult to determine 
whether this trend is real or only ap- 
parent. Vascular changes in the brain are 
usually associated with similar changes 


104 


elsewhere in the body—notably the heart 
—and the tendency has increasingly been 
for physicians to ascribe deaths of this 
kind to cardiac rather than to cerebral 
causes. Moreover, a diagnosis of cerebral 
vascular disease is often of doubtful ac- 
curacy, particularly in the many cases 
where a person dies suddenly or is found 
dead. It is significant, too, that the pro- 
portion of all cardiovascular-renal deaths 
ascribed to cerebral vascular disease 
tends to be highest in areas where medi- 
cal facilities are least abundant. 

Hope for improving the outlook in 
cerebral vascular disease depends primari- 
ly upon the initiation of a long-term 
research program, on the development of 


new methods of treatment and greater 
use of the best methods now available. 
Research on many phases of these dis- 
eases has been accelerated recently by 
the Public Health Service and its Na- 
tional Institute of Neurological Diseases. 
A development of considerable interest 
is the treatment of cerebral thrombosis 
with anticoagulants similar to those used 
in coronary occlusion. While it is too 
soon to evaluate this type of therapy, ini- 
tial success has been reported by some in 
carefully studied cases. Other new drugs, 
such as the antibiotics and cortisone, are 
helpful in relieving symptoms or prevent- 
ing complications. There is also the pos- 
sibility of new developments in surgery 
which may prove of value in selected 
cases. More intensive use can be made of 
established means of treatment, such as 
careful nursing care and early applica- 
tion of physical therapy for rehabilitation 
of patients. 

No specific means of preventing these 
disorders is available. This must await 
basic advances in our knowledge of ar- 
teriosclerosis and hypertension, which are 
closely associated with the most common 
forms of cerebral vascular disease. The 
newer drugs for relief of hypertension 
are of some use in the prevention or 
postponement of these conditions. There 
is indication, too, that prevention or re- 
duction of overweight may retard the on- 
set and development of vascular changes 
associated with premature death from 
cerebral vascular disease. 


Radiation 
as a public health 


problem* 
David FE. Price, M.D.* 


To be classified as a public health 
problem, a hazard must bear an impor- 
tant relationship to human health or dis- 
ease. It must, furthermore, affect a sig- 
nificant part of the population, and it 
must be amenable to remedial action 
which is within the power of society to 
undertake. 

Unquestionably, ionizing radiation meets 
the first two of these criteria. It has a 
relationship to human health and affects a 
significant part of the population. How- 
ever, the design of social action deserves 
thoughtful consideration. 

Past experience in public health has 
taught us that a problem usually becomes 
rather serious before people band _to- 
gether to deal with it. Only when a con- 
siderable amount of disease could be 


*Reprinted from Public Health Reports, 
March 1958. 

+Dr. Price, chief of the Bureau of State 
Services, Public Health Service, delivered this 
address at a symposium of the American Asso- 
ciation for the Advancement of Science, In- 
dianapolis, December 30, 1957. 


Journat A.O.A. 


| 
| | 
7 
= 


traced to polluted water did we begin to 
develop sewage treatment and other anti- 
pollution measures. Only when motor ac- 
cidents had taken an alarming toll did 
citizens insist on hetter roads, safety 
devices, and various accident prevention 
programs. Traditionally, and in the main 
this is probably one of mankind’s happier 
traits, we do not go looking for trouble. 
Not until the trouble looms so large it 
can no longer be ignored do we find the 
incentive to band together and pool re- 
sources—neighborhood, city, State, or 
Nation—to do something about it. 


In dealing with the health hazards of 
ionizing radiation, unfortunately, this 
traditional approach cannot promise suc- 
cess. The effects of ionizing radiation 
are cumulative and irreversible. They are 
subtle and may become apparent only 
after long delay. If we wait until there 
are obvious signs of radiation damage it 
will be too late to help the affected popu- 
lation or to decontaminate the polluted 
environment successfully. In this situa- 
tion, prevention is not merely desirable, 
it is imperative. 

Finding the proper incentive to stimu- 
late preventive action, however, is not 
easy. In my opinion, to use fear as the 
incentive for action is not only unwar- 
ranted and undesirable, but useless. Panic 
or hysteria seldom results in constructive 
activity. Factual information may stimu- 
late constructive public action. The pub- 
lic should know what public health work- 
ers are doing to promote radiological 
health and what more they think they 
ought to be doing. 

Since we do not yet know at what 
point the harmful effects of prolonged, 
low-level exposure may outweigh the 
benefits of manmade radiation, we sug- 
gest that all unnecessary radiation expo- 
sure should be avoided. Consequently, 
much of our efforts in public health thus 
far are being directed toward finding 
what exposure is unnecessary and how it 
can be avoided. 


REDUCING X-RAY EXPOSURE 


One of the major sources of radiation 
exposure today is the X-ray. If we can 
reduce needless exposure to X-ray with- 
out reducing its manifold benefits in the 
detection and treatment of disease, we 
have taken a significant step toward re- 
ducing the dimensions of the radiation 
exposure hazard. Much health agency ac- 
tivity in the radiological field is currently 
directed toward this goal. 

For example, public health agencies for 
several years have been making a con- 
certed drive to eliminate the use of the 
fluoroscopic shoe-fitting machine. This 
machine serves absolutely no practical 
purpose. Moreover, if a child uses it 
each time he géts a new pair of shoes, he 
gets a considerable dosage of radiation 
over the years particularly since many of 
these machines deliver a scattered dose 
over a rather large part of the body. 
This is obviously a source of radiation 
that can be eliminated without the sacri- 
fice of any beneficial result. The shoe in- 
dustry has been cooperative. Shop own- 
ers, once they are fully informed of the 
facts, seldom show any reluctance to re- 
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move these machines. The main reason 
this type of shoe-fitter continues to be 
used is because there are not enough 
people, health officials or others, who 
have the information, the time, and the 
interest to work on the drive to eliminate 
this hazard. 

Another example of unnecessary expo- 
sure is the indiscriminate use of the 
X-ray in tuberculosis surveys. When tu- 
berculosis was more widely prevalent, 
communitywide mass X-ray surveys 
were justified. The early case finding 
from such surveys has unquestionably 
saved thousands of lives. There are still 
communities in the United States today 
where the prevalence of the disease 
makes mass X-ray campaigns desirable. 
However, there are other groups of peo- 
ple among whom the disease is so rare 


that the mass X-ray approach is no 
longer the best case-finding method. Con- 
sequently, the Public Health Service has 
recently recommended a more selective 
use of this procedure. 

Interestingly enough, when this recom- 
mendation was publicly announced, it was 
interpreted by some as implying that mass 
X-rays were especially hazardous and 
that the Public Health Service opposed 
their use. This is an example of the 
emotional exaggeration that creates un- 
warranted fears and hampers construc- 
tive efforts to promote health objectives. 
Any general reluctance on the part of the 
public to accept diagnostic X-rays, when 
recommended by responsible authorities, 
would certainly be far more injurious to 
health than would the slight additional 
amount of radiation exposure. The vast 
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majority of papers and other mass media 
made it clear that the individual X-ray 
in itself is not hazardous and that in 
areas where tuberculosis is prevalent 
mass X-ray surveys are still a valuable 
case-finding technique. 

A third example of the opportunity to 
reduce unnecessary exposure to X-ray 
lies in the reduction of the radiation doses 
delivered in medical and dental examina- 
tions. It is an unfortunate fact that 
many of the more than 160,000 X-ray 
machines being used in the healing arts 
today deliver a higher dose of radiation 
than is necessary. There is room for 
much improvement both in the machines 
themselves and in the techniques of their 
use. To drive home this point, our radi- 
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ologists use a wax model taped and in- 
strumented to show radiation dosage. 
They take a chest X-ray with typical 
equipment and employ a commonly used 
technique. Then, changing the cone of 
the machine, focusing more precisely, and 
making a few other adjustments, they 
take an equally useful film, but expose 
the monitored tissues to only 1/35th as 
much radiation. 

Several studies now under way within 
the Public Health Service are designed 
to perfect techniques that will produce 
films of maximum value with minimum 
exposure and to provide better measure- 
ment of the doses delivered. Hand in 
hand with such studies, however, must 
go the training of technicians to make 


use of the equipment and _ procedures 
which are already available and which 
reduce substantially the radiation dosage 
received by hoth the patient and the op- 
erator. 

Other studies are being carried out by 
public health personnel at all levels of 
government to reduce unnecessary X-ray 
exposure. As more physicians, dentists, 
and other members of the healing arts 
become aware of all that they can do to 
prevent unnecessary exposure, the X-ray 
hazard can be controiled. The problem 
is primarily one of research and of get- 
ting the findings of such research to pro- 
fessional groups, most of whom will 
readily understand their significance and 
apply them to their practice. 


MEASURING ENVIRONMENTAL 
RADIATION 

The development of nuclear energy 
brings new significance to every effort to 
minimize exposure so that hazards may 
be balanced against the benefits of radia- 
tion not only in the healing arts but also 
in industry. 

Therefore, along with drives against 
unnecessary X-ray exposure, health agen- 
cies are concerning themselves with en- 
vironmental sources of radiation. 

Before he split the atom, man gave 
little thought to the background radiation 
in nature. Consequently, although we 
know that there is great variation in the 
background radiation of different locali- 
ties, we have little information about 
what these levels are for any given area 
or for its air, water, or food. Obviously, 
it is necessary to have such information 
in order to determine how much radia- 
tion manmade sources are adding to the 
environment. Moreover, the time when 
we can obtain such data is fast slipping 
away. Ideally, these baseline studies 
should have been made before the first 
atom was split. Nevertheless, if we get 
this information as rapidly as_ possible, 
it will still be extremely valuable in help- 
ing us to make better health evaluations 
of exposure doses. 

Baseline data are now being obtained 
on a limited scale. The focus of most of 
these monitoring activities is within the 
Atomic Energy Commission. However, 
the Public Health Service, in cooperation 
with State health departments and com- 
munity groups, has operated for the past 
5 years some 100 air and rain surveillance 
stations in order to measure community 
air pollutants, including radioactive pol- 
lutants. More recently, the Service has 
established about 40 stations for surveil- 
lance of water pollution. Here, too, 
analysis of collected samples includes ra- 
dioactive pollution. The only food study 
in which the Public Health Service is 
currently participating is the collection 
and analysis of milk for strontium-90 and 
other radioactive elements. These studies 
are being conducted in five major milk 
shed areas. The Food and Drug Admin- 
istration is conducting other limited sur- 
veys. All of these baseline studies need 
to be expanded .. . now. 

Baseline data are needed as a guide in 
the selection of reactor sites and as a 
gauge for determining how much and 
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how rapidly radioactive waste from in- 
dustry and from fallout is being added 
to the environment in any given area. 


Such data may also prove helpful in 
the development of epidemiological studies. 
To date, studies of permissible radiation 
doses have been based primarily on ob- 
servations of persons exposed to abnor- 
mally high radiation dosages and are, at 
best, estimates. In order to evaluate the 
public health significance of radiation, we 
need to devise means of measuring the 
far more subtle effects of prolonged, 
low-level exposure. Since the damage 
from this type of exposure extends over 
years and generations, the difficulties of 
the measurement task are too obvious to 
need delineation here. We place a high 
priority on such research. The informa- 
tion is needed not only to provide a better 
basis for establishing practical radiation 
dose limits but also to relieve the public 
of those exaggerated fears which in- 
evitably occur when one is dealing with 
unknowns. 

The increasing public awareness and 
concern about radiation exposure has been 
focused primarily on the matter of weap- 
ons testing. A far more important poten- 
tial source of environmental radiation ex- 
posure is the rapidly growing number of 
power reactors based on nuclear fission. 
For this reason, long before the Ship- 
pingport, Pa., atomic power plant began 
operating in December 1957, health per- 
sonnel, both Federal and State, were 
working closely with the designers of that 
installation. Radiation specialists from 
the Public Health Service and the Penn- 
sylvania Health Department participated 
in planning the installation and operation 
of the waste treatment system at the 
Shippingport reactor. This collaboration 
includes baseline studies of the Ohio Riv- 
er system, the receiving stream. 


The Shippingport operation has given 
industry, the Atomic Energy Commission, 
and the Federal-State health services an 
excellent opportunity to work out a prac- 
tical pattern of cooperation in the interest 
of public health safety. This cooperation 
will continue, and operating experience 
will provide an opportunity to test theory 
against practice. 

A pioneering operation such as_ this 
naturally commands the careful and per- 


sonal attention of highly trained experts. — 


But what is going to happen as the in- 
dustry expands? Will the same precau- 
tions always be taken? Traditionally, 
State agencies, and in most States, it is 
the health department, have assumed re- 
sponsibility for seeing that every industry 
within their jurisdiction operates in such 
a way as not to endanger the health of 
the workers or of the other citizens of 
the community. Public health supervision 
of radiation sources in industry is there- 
fore not a totally new concept. It fits in- 
to the existing pattern of industry and 
health department relationships. But it 
does present new challenges. 

Will States and communities accept 
these challenges in time? To date, there 
are radiological health programs in only 
a few State health departments. All 
States need them. To date, only a few 
communities have any accurate idea of 
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the sources and amounts of radiation to 
which their people are exposed. Every 
community should be taking this first 
step of assessing the radiation burden. 

It will not long be feasible for the pub- 
lic to rely entirely on the users of radia- 
tion sources for assurance of community 
health protection. As nuclear sources of 
power begin to compete with convention- 
al sources, there will undoubtedly be se- 
vere economic pressures to lower operat- 
ing and capital costs. The public health 
agencies should be prepared to assure 
that such economies are not made at the 
expense of public health considerations. 


THREE MAJOR CHALLENGES 


Summing up, radiation presents three 
major challenges to the:. public health 
profession. First, the public must be 
alerted to the need for greatly: expanded 
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radiological health programs which can 
provide security from fears that would 
hamper the constructive development of 
atomic industry and atomic medicine. 
Public understanding is basic because 
adequate radiological health programs re- 
quire both legal authority and financial 
support on a scale possible only when 
there is general public acceptance. 

The second big problem is that of 
trained manpower. Radiological health is 
a specialized field with concepts, vocabu- 
lary, units of measurement, and sensitive 
instrumentation of its own. With the in- 
crease of radiation sources, there must be 
a corresponding growth in health person- 
nel who have the training required to 
provide planning, surveillance, and other 
services. However, since highly trained 
specialists are produced: slowly and since 
there is much to be. done -right now, the 
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Public Health Service is providing prac- 
tical training to the existing staffs of 
State and local health departments. This 
is done by courses and seminars designed 
to instruct trainers, persons who can con- 
duct similar programs in their own areas. 
In addition, the corps of specialists need- 
ed as teachers and researchers must be 
increased. For this task, we look to our 
colleges and universities. 

The third major need is research. I 
have touched upon the need to know the 
probable doses and the biological effects. 
The engineering field is presented with 
equally momentous challenges. For ex- 
ample, we have yet to find a satisfactory 
and economical method of disposing of 
high-level radioactive waste. The Atomic 


Energy Commission already has more 
than 65 million gallons of radioactive 
waste buried in tanks in the earth. As 
the Nation becomes dotted with nuclear 
energy plants, what is to be done with 
these high-level wastes? We are getting 
by at present with temporary expedients ; 
we must seek long-range solutions. 

In conclusion, I say again that, from a 
public health standpoint, radiation is still 
a preventable health hazard. I believe we 
can keep it so, if we act now. Since we 
recognize that all radiation is harmful 
and that its effects are cumulative and 
irreversible, the price of delay in the 
vigorous pursuit of research and control 
efforts might well prove to be intol- 
erably high. 


The state 
of the Nation’s 
public health 


services* 


Building the 
protective wall 


Leroy E. Burney, M.D. 
Surgeon General of the 
Public Health Service 


The record of public health in ‘the 
United States has been established in 
great part through the individual and col- 
lective efforts of State and Territorial 
health officers. That record is an enviable 
one. To be sure, the people are not al- 
ways as gratefully aware as we would 
like them to be of the hidden services 
which form a wall of protection around 
their familities and communities. Just as 
surely, we who are occupied full time in 
the practice of our specialty are sensitive- 
ly aware of the gaps in that protective 
wall and the inadequacies of our re- 
sources. But, on balance, the informed 
but detached observer would be forced to 
the judgment that the public health sys- 
tem which covers the Nation has become 
a relatively efficient factor in the good 
life which this country enjoys. 

Foreign visitors traveling now in the 
United States are much impressed with 
our home heating plants and washing ma- 
chines, even with our mail order catalogs. 
I am positive that they are impressed, 
too, with the high degree of health pro- 
tection which our people accept so casual- 
ly in their communities and as they travel 
from State to State. 

My appreciation, however, comes equal- 
ly from the assurance conferred by expe- 
rience that this same Federal-State co- 
operative approach and this same sharing 
of the load will continue to be the Ameri- 
can way of seeking better solutions for 
unsolved health problems and rational ap- 
proaches to new problems. 

A current example is the influenza 
vaccination program. From first alert to 
full-fledged operation has taken an amaz- 
ingly few months. The manufacturers 
produced by Decémber 1 more than 60 
million cubic centimeters of Asian influ- 
enza vaccine—a good 2 months ahead of 
original estimates. Equally outstanding 
is the efficiency of our. nationwide com- 
munications system and the competence 
of our specialists in public information 
and health education, which have made 
the American people active participants 
in a truly national effort. 


*Abridged reports from the 56th Conference 
of the Surgeon General of the Public Health 
Service and the Chief of the Children’s Bureau 
with the State and Territorial Health Officers, 
Mental Health Authorities, and Hospital and 
Medical Facilities Survey and Construction Au- 
thorities, November 3-8, 1957, Washington, D. C. 
Reprinted from Public Health Reports, January 
1958. 


Journar A.O.A. 


| D | 

t 

{ 

| 

| 

. 

| 

| 

| 108 | 


There are many imperfections in the 
influenza vaccination program, as inevit- 
ably there will be im such large-scale op- 
erations. But preventive medicine has 
kept better step with the natural forces 
of an epidemic in this instance than it has 
ever been able to do in the past. At no 
time was it claimed that we could stave 
off the epidemic from this country. Nor 
was it claimed that the program was ini- 
tiated in the guise of a defense against 
mortal illness. But we are just now be- 
ginning to see the more serious attacks 
occurring in older age groups and other 
high-risk groups which show a higher 
mortality rate. As the vaccine now be- 
comes more generally available, let us in- 
tensify our efforts to see that as many in- 
dividuals as possible have the benefit of 
vaccine protection. 

It seems axiomatic in the health offi- 
cer’s existence that he has never finished 
one urgent task before at least one more 
demands his attention. While we have 
been preoccupied with influenza, we dare 
not forget the partially won victory 
against poliomyelitis. An effective vac- 
cine is available in adequate supply. Its 
use to date has produced remarkable re- 
ductions in paralytic poliomyelitis. But 
we cannot close this chapter until we 
know that the 80 million unvaccinated 
and partially vaccinated persons under 40 
years of age have received protection be- 
fore the next high-incidence season. 

On still another front, we are faced 
with a host of problems each of first 
magnitude. Growing populations, finite 
natural resources, technological changes 
in industrial production and daily living— 
all confront us with self-made threats to 
health and life, comparable to those pre- 
viously offered by microbial hazards. 
Those who are surrounded by these prob- 
lems need scarcely be reminded of the 
flat necessity of moving forward in water 
and air pollution control and, most em- 
phatically, in radiation protection. 

We have so much to learn in the 
realms of biophysics and biochemistry 
that we need expect no quick and simple 
answers to these questions. But by hard, 
unremitting toil, we must learn more of 
the toxic effects on man—in long contin- 
ued, low-concentration exposures—of the 
many physical and chemical forces to 
which he is now exposed. We must also 
have increasing precision in the measure- 
ment and analysis of the physical and 
chemical components themselves so that 
we can define and evaluate existing ex- 
posures accurately. 

From increasing biological and techni- 
cal knowledge will come eventually stand- 
ards of safety to which all can subscribe. 
And we must put the same intelligence 
which is producing man’s new environ- 
ment to work in devising the means to 
hold those standards. Meanwhile, we 
must do whatever we can to reduce ex- 
cessive concentrations harmful to man’s 
health and safety. For while we recog- 
nize the necessity and the values of new 
factors in modern life, they must be kept 
in balance if man is to realize his ambi- 
tion to continue to exist in reasonable 
health and happiness. 

We have made some progress toward 
this objective in nationwide programs to 
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cope with water and air pollution. Public 
health, however, has not yet taken its 
proper place in radiation protection. The 
increasing medical and industrial uses of 
fissionable materials place this responsi- 
bility in the realm of community health 
protection, since these major sources of 
exposition are the common experiences of 
life and work, rather than the extraordi- 
nary and occasional experiences related 
to military operations. 

As I look through the agenda for this 
conference, I find some old familiar items. 
But a comparison of topics year by year 
very surely shows us the trends of our 
concern. 

We will be discussing the topics I have 
already touched upon. We will be con- 


centrating even more vigorously on train- 
ing activities. We will add improving 
steps to things we have done before. 

An example of the latter is the im- 
provement of working relationships in the 
field of records and statistics. I note with 
considerable satisfaction the report of 
the Joint Committee on Vital Records 
and Health Statistics which offers solu- 
tions to certain problems in the mainte- 
nance of comparable data and uniform 
records in our national and State pro- 
grams. 

Finally, we will be discussing with 
greater emphasis the problems of chronic 
disease control and health of the aging. 
This year grant-in-aid funds have been 
made available to help surmount some of 


109 


9 
n’s 
| 
— 
| 
all 
M.D. 
the 
vice 
the 
in 
col- 
rial 
ible 
al- 
uld Aes 
as 
in 
ive 
re- 
ed : 
to 
od 
he 
th 
a- 
: Dosage: One to two tablets —- 
“| 
and on retiring. LS 
- 


the financial barriers that inevitably block 
the development of new and unfamiliar 
projects. The reports we have received 
from the States on their plans for the 
use of these funds are encouraging. They 
indicate a real beginning toward the com- 
prehensive, balanced programs that will 
not only attack the major causes of dis- 
ability, but also will make life healthier, 
happier, and more meaningful for mil- 
lions of our older citizens. 

Public health must take the lead in 
changing that intolerable and unnecessary 
situation of having tens of thousands of 
persons in the richest nation of the world 
deprived of the very high quality pre- 
ventive and rehabilitative services which it 
is.now possible to provide. I am pleased 
to see that you are taking up this chal- 
lenge by devoting. a considerable portion 
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of your agenda to nursing home opera- 
tions and other equally practical and 
down-to-earth aspects of this problem. 

Very crucial to the development of bet- 
ter services for the chronically ill and to 
all of the newer programs that concern 
us is the question of how to organize 
them within our existing community 
structure. 

There is always a greater lag between 
a new concept involving human relation- 
ships and its support by the public than 
between the discovery of a “miracle 
drug” and public acceptance. How then 
do we modernize our public health struc- 
ture at the point where it counts most— 
the local health agency? We are fortu- 
nate indeed at this conference to be able 
to draw upon the personal experiences of 
local health officials who have successful- 


ly answered that question. Those of us 
in Federal and State agencies have much 
to learn from local officials, who are at 
the delivery point of public health sery- 
ices. 

As always, the plans we make together 
will affect the lives and welfare of all 
our people. But now we must plan in a 
setting, on the one hand, of greater and 
greater demand for vast expenditures for 
military defense and world security, and, 
on the other hand, of a growing realiza- 
tion that there must be some reasonable 
limitation on taxation and government 
spending. 

We work as usual within these con- 
stricting factors. We will feel them even 
more within the next few years. But we 
can never forget our responsibility to 
keep the Nation aware that its defense, 
its security, its hopes for world peace de- 
pend primarily upon a healthy and vig- 
orous people protected in their homes, 
schools, workplaces, and communities by 
health services sufficient unto the day of 
a new and changing world. We know 
that without the work of the Nation’s 
health agencies there will be less to de- 
fend and less with which to do it. From 
this inner conviction we must draw the 
strength that keeps us to our tasks. 


Grants-in-aid 
reappraised 


John A. Perkins 
Undersecretary of Health, 
Education, and Welfare 


My remarks are concerned with a fun- 
damental problem of American govern- 
ment that has been much debated since 
the days of Hamilton and Jefferson. In 
1908, Woodrow Wilson declared the 
question of the relationship of the States 
to the Federal Government to be the 
“cardinal question of our constitutional 
system.” It still is. 

Public health is where it is today owing 
in large part to the evolution of the Fed- 
eral-State relationship in the last 30 
years. The new Federal-State relation- 
ship, heralded in the 1930’s as the “new 
federalism,” was brought about largely 
through the grant-in-aid device. There 
were definite weaknesses among the 
States that these grants—matching, stim- 
ulatory, and other varieties—were initiat- 
ed to overcome. The complexities of 20th 
century urban life seemed to require leg- 
islative and administrative action with 
respect to public health, safety, and wel- 
fare. These areas of public activity were 
not delegated to the Federal Government. 
They were reserved to the States. 

A few commenwealths, generally the 
wealthier ones, did enter upon social leg- 
islation, regulation, costly research, and 
other concomitants of modern govern- 
ment. In these States, industry and citi- 
zens found some of their individual and 
corporate freedom reduced in order to 
promote the health, safety, and welfare 
of the people as a whole. 
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Industry and citizens either sought 
sanctuary, or threatened to do so, in 
other States which had fewer regulations 
and lower taxes. In the poorer States 
modern services could be financed only 
with the greatest difficulty, if at all. Ca- 
pacity to tax in support of such govern- 
mental services varied greatly from State 
to State. Even where there was the 
wealth and a fairly satisfactory revenue 
system, the legislature did not always un- 
derstand the wishes or requirements of 
the people. Many of the legislatures were 
not really representative because they 
were not properly reapportioned as State 
population patterns changed. They did 
not, and sometimes still do not, reflect 
the predominantly urban culture that has 
developed in the United States. 

Then, too, in many commonweaths, ex- 
ecutive authority has been diffused among 
the governor and a host of other elective 
State officials. Fixing responsibility for 
initiation of executive policy—or the 
failure to initiate it—has been difficult. 
It became increasingly evident that the 
extent and quality of some services of 
government, such as fighting disease and 
safeguarding public health, while local by 
fact of original Federal-State arrange- 
ment, were national in their consequences. 
The Federal Government had to act. 

Grants-in-aid to the States adminis- 
tered by the Public Health Service were 
first introduced in 1918. This first grant, 
which was for venereal disease control, 
gradually dwindled to nothing by 1926. 
Grants were not reinstituted for public 
health services until 1935 with the passage 
of the Social Security Act. Title VI of 
that act, administered by the Public 
Health Service, provided for general 
health grants. To this authority were 
added venereal disease control grants in 
1938, and with the codification of Public 
Health Service legislation into the Public 
Health Service Act of 1944, tuberculosis 
control grants were authorized. 

The year 1936 was historically signifi- 
cant for expansion of health and welfare 
services for children. The Children’s Bu- 
reau, which from 1921 to 1929 had ad- 
ministered funds for maternal and infant 
health, was enabled under the Social Se- 
curity Act to aid the States in greatly 
improving and extending services for ma- 
ternal and child health, crippled children, 
and child welfare. 

‘Subsequently, mental health and hospi- 
tal survey and construction grant author- 
ity emerged in 1946, and heart disease 
control and water pollution control grants 
in 1948. In addition, annual appropria- 
tion language beginning in 1948 provided 
the basis for grants in cancer control and 
in 1949 for a special public health grant 
to. the Territory of Alaska. 

Grants for the construction of hospitals 
were extended in 1954 to other types of 
medical facilities. In 1955 came Salk 
vaccine; funds were made available to 
the States through the special poliomye- 
litis vaccination assistance program. In 
1956 grants were made available to 
strengthen State and interstate water pol- 
lution control programs and to assist mu- 
nicipalities in the construction of waste 
treatment works. Also in 1956 grants 
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were approved for a national mental 
health study, for vocational training of 
practical nurses, for further professional 
training of graduate nurses, and for a 
public health traineeship program. In 1957 
Guam was made eligible for Public 
Health Service grants, and special grants 
were made for projects for mentally re- 
tarded children. 

Every State now has a mental health 
program. In 1946, which was a year be- 
fore the Federal Government started 
making grants-in-aid to: States for mental 
health services, such: programs were in 
formal*existence: in only seven States. 

The Hill-Buirton program has stimulat- 


The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 
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Detroit 11, Michigan 


ed a substantial volume of needed hospi- 
tal construction, especially in low income 
rural areas. This Federal assistance to 
local hospitals has brought about im- 
provement in standards of design and has 
indirectly improved standards of opera- 
tion, through encouragement of State li- 
censure. Federal support of specialized 
health programs has brought great bene- 
fits to the American people. 

In the evolution of these grant pro- 
grams, however, certain disadvantages 
have become apparent : 

First, the grant process has so. im- 
proved those functions. of government 
which are of immediate interest and con- 
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cern to the individual that people general- 
ly have felt little or no need to insist on 
corrections of the weaknesses in the or- 
ganization of State and local govern- 
ments that helped to give rise to Federal 
intervention in the first place. 

Second, the people most directly affect- 
ed have, to a certain degree at least, been 
removed from the process of decision 
making. 

Third, the grant process makes it diffi- 
cult to relate the tax bill to the services 
received. Federal expenditures, expanded 
as they are by large outlays for defense, 
come to seem unconscionably high to tax- 
payers. Unfortunately, the taxpayer is 
not aware that much of the service he is 
receiving at the State and local levels de- 
pends to a considerable extent on the 
Federal tax he pays. If State and local 
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taxes paid the whole bill for the services 
received on the State and local levels, the 
taxpayer could readily decide whether 
the services were worth the cost. 

Fourth, the responsible expenditure of 
any public money requires certain safe- 
guards to make sure that the money is 
expended prudently for the purpose for 
which it was provided. In carrying out 
this responsibility, Federal officials fre- 
quently encounter complaints that such 
safeguards constitute an intrusion into 
State and-local affairs. 

Fifth, one of the great advantages the 
Federal system of government offers has 
tended to atrophy. I believe it was Jus- 
tice Oliver Wendell Holmes who spoke 
enthusiastically of the opportunities our 
Federal system affords for State govern- 
ments to serve as laboratories where ex- 


periments in government might be made. 
State officials have been so busy carrying 
out the many programs initiated at the 
national level that there has not been 
enough time for inventiveness and special 
adaptations to local requirements on State 
initiative. 

Sixth, State budgets have been scme- 
what distorted by the matching process, 
There is a natural tendency in the State 
budget offices and State legislatures to fi- 
nance those activities for which the Fed- 
eral Government puts up part of the 
money. The maximum Federal dollars are 
usually sought whether or not there is 
sufficient money left to finance the func- 
tions wholly dependent upon the State 
and local governments. 

These are some of the specific prob- 
lems in the grant mechanism. There is a 
related phenomenon. Grants originated to 
stimulate a particular program have a 
strong tendency to become frozen into the 
pattern of State budgeting. The Federal 
Government may believe that one grant 
program has served its stimulatory pur- 
pose. It senses another area where great- 
er activity is needed in the national in- 
terest. The logical thing in that case 
would be to drop or greatly reduce the 
first grant program, leaving the remain- 
der of the job to State and Iccal authori- 
ties. The Federal money thus freed could 
then go into the new activity needing at- 
tention. But it is not quite that simple. 
There is ‘a danger that when Federal 
money is withdrawn the States will not 
make up the difference. 

In addition to these basic questions, 
there are now other circumstances that 
suggest reevaluation of the grant system. 
Sums required to maintain our military 
strength and that of our allies constitute 
a large burden on the national budget. A 
great many of the special taxes levied 
during the war are still with us. Those 
who would have bigger, better, and more 
grant-in-aid programs cannot with very 
good logic also demand that the Federal 
Government slash taxes and surrender 
tax sources to the States. 


If State and local government is to be 
made as strong as all seemingly would 
have it, two things must be done. First, 
State and local administrators of govern- 
ment must be alert to emerging problems. 
In the field of public health, this means 
facing and solving such problems as those 
of the chronic diseases, the hazards of 
radiation, and economics of medical care, 
to name a few. 

Second, we must so educate and inform 
our citizens on the importance of prog- 
ress in public health that they will not 
be satisfied with anything less than the 
best programs possible. Here in the sup- 
port of the citizen-taxpayer lies the se- 
cret of how to build sound and progres- 
sive public health programs. It is to your 
credit and that of State and local appro- 
priating authorities that State and local 
funds for public health have been in- 
creased an average of 47 percent in the 
last 5 years. Some States have increased 
appropriations more than 100 percent in 
this period. In fact, State and local ex- 
penditures for public health, not counting 
maternal and child health programs, have 
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increased from 74 percent of the total to 
93 percent of the total since 1940. This 
record of what has been done in the past 
portends well for what can be done in 
the future. 

I want to make it crystal clear that I 
am not calling for abandonment of the 
grant-in-aid device. There is, of course, 
a strong national interest in public health. 
Federal grants-in-aid have proved to be 
an effective means for furthering that 
interest and for smoothing out, at least 
on a minimum basis, the variations in 
wealth among the States. However, I am 
suggesting that realities of today’s world 
and its demands on the Federal budget 
require that the States and local commu- 
nities assume an increasingly greater part 
of both the burden and the challenge pre- 
sented by the public health needs of the 
future. 


Children in a 


changing world 


Katherine Brownell Oettinger 
Chief, Children’s Bureau 


A number of factors now influencing 
our national life and economy call for a 
great deal of vision and adaptability in 
the future direction of the Children’s Bu- 
reau programs. 

A demographic factor with particular 
significance is the sharp and continuing 
rise in our young population. .This in- 
crease in the number of children is al- 
ready taxing our services, most evidently 
in the schools, but also in the areas of 
health and welfare. Obviously, health 
and welfare services must be expanded 
to match this population increase even 
quantitatively. It is of particular concern 
to us because for this age group so much 
of the work is preventive in nature. 

The rising cost of medical and hospital 
care—indeed, the rising cost of providing 
most of the services which are our con- 
cern—call for a high degree of adminis- 
trative ingenuity in all our programs. In 
my opinion, such ingenuity must always 
be coupled with a program to promote 
understanding of the importance of the 
services we, as health and welfare work- 
ers, are giving. 

We are indeed in an era where we 
must all run very fast to stay in the same 
place, and yet I know how dedicated you 
are to the principle of progress, of stead- 
ily building on the basis of new program 
concepts, of putting new knowledge to 
work as it becomes available. 

I can think of no more vivid example 
of the States’ desire to make progress 
than the way they have responded to the 
impetus of a small amount of special 
project Federal money to develop com- 
munity programs for retarded children. 
As of now, 28 States are receiving these 
special project grants, and plans for 3 
more States are in the process of ap- 
proval. The grants for these 31 State 
projects total $1,338,530 for the current 
fiscal year. In addition, five other States 
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are financing mental retardation pro- 
grams with regularly apportioned Fed- 
eral maternal and child health funds and 
State and local matching funds. 

This speaks eloquently for your inven- 
tiveness and experience in the develop- 
ment of maternal and child health dem- 
onstrations. That it was accomplished 
within the space of 1 year in the face of 
recruitment difficulties and our lack of 
experience with clinical services for men- 
tally retarded children adds to the stature 
of your achievement. 

We all know that parents of retarded 
children have been the primary moving 
force in developments in the field of 
mental retardation. Parents are always a 
strong force in a democracy, and they 
represent a group to which the Children’s 
Bureau is responsive. The impetus to 


these developments presents fresh evi- 
dence of the contribution which citizens 
can make. This is one more chance that 
traditionally comes to the Bureau to put 
democracy to work. 

Developments in the field of mental re- 
tardation are again proving the validity 
of the “team” approach in children’s 
services. In these services, a number of 
States have developed effective working 
relationships among departments of 
health, education, and welfare, and in- 
volving parent groups as well. Of par- 
ticular interest to us also, in connection 
with these project grants, are those proj- 
ects now being carried out by medical 
schools in which practicing physicians, 
medical students, and nurses are gaining 
working knowledge about mental retarda- 
tion. Our future medical graduates will 
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a child amputee needing such specialized 
services from any State. 

A cooperative venture on the part of 
the University of California at Los An- 
geles, the California State Department 
of Health, and the National Research 
Council, aided by a grant from the Chil- 
dren’s Bureau, has made possible the 
child amputee research project at the 
University of California at Los Angeles, 
Here, particular attention is being given 
to the technical aspects of fitting children 
who are amputees, as well as to the psy- 
chological and social aspects. They are 
asking such questions as: How do chil- 
dren respond to prostheses? When should 
a child be fitted for a prosthesis? What 
is the best way for him to learn to use 
it? How does the congenital absence of 
an arm affect his growth and develop- 
ment? What defense mechanisms do par- 
ents develop to gain better acceptance of 
the prosthesis by both child and parent? 

Incidentally, the Children’s Bureau was 
able for the first time in 1957 to gather 
some information on the prevalence of 
amputations among children. On the basis 
of reports submitted by crippled chil- 
dren’s agencies in 25 States, it would ap- 
pear that about 1 percent of all children 
served in those programs lacked one or 
more limbs or parts of extremities. 

We also see a trend away from long- 
term hospitalization for the child, and 
toward helping the family in providing 
care in the home. This trend in medical 
care programs is paralleled by a trend in 
child welfare programs which places in- 
creased emphasis on helping children in 
the setting of their own families, wher- 
ever this is practicable. 

In the tremendous increase in hospital 
deliveries we are finding both problems 
and opportunities. The problems seem to 
center around the quality and quantity 
of available medical care: problems 
which may be accentuated in the light of 
our increasing birth rate. 

But in the increasing interest in classes 
for expectant parents, evidenced all over 
the country, we have an opportunity to 
lay the groundwork for the promotion of 
mental: health in families. 

Information from the first revised ma- 
ternal and child health report now coming 
into the Bureau shows that the increase 


| in the number of mothers and children 


have a much better understanding of re- 
tardation than generally exists at present. 

In these few months in the Children’s 
Bureau I have been impressed by the 
vast impact which the three categories of 
grants the Bureau administers—in mater- 
nal and child health, crippled children’s 
services, and child welfare services— 
have had on the development of services 
for children in many States and localities. 

Through the administration of its 
grants programs, the work of its regional 
offices, and annual conferences such as 
this, the Children’s Bureau can stay con- 
stantly aware of changing conditions in 
State and local health and welfare pro- 
grams to which it mtist be sensitive if it 
is to be responsive to.the needs of moth- 
ers and children. 
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TRENDS IN CHILD HEALTH 


We are all heartened by the emergence 
of a broad concept of rehabilitation in 
health, education, and welfare agencies. I 
speak now of rehabilitation as “making 
the best with what one has.” This con- 
cept involves optimum social, emotional, 
and physical restoration, as well as the 
prevention of progression of disability. 

One example of this trend is the in- 
creased interest in programs of service 
to child amputees. At the area amputee 
center at Grand Rapids, Mich., for in- 
stance, the project staff are making pos- 
sible the rehabilitation of extremely 
handicapped children, with results which 
so far have been notable. As you know, 
the services of this clinic are available to 


receiving service under these programs 
continues. Three facts stand out: 

* Some 10% million children received 
the Salk vaccine under maternal and child 
health programs in 1956. 

* Last year 2% million children re- 
ceived audiometric testing. This is the 
first time we have information on the 
number of children tested under these 
programs. 

* Some 296,000 children received med- 
ical services last year under the crippled 
children’s program, an increase of 6 per- 
cent from the previous year. Congenital 
malformations continue to make up the 
largest group of diagnoses, representing 
almost a fourth of the total. 

Last month, a group of radiologists, 
obstetricians, pediatricians, dentists, and 
public health workers met with the Bu- 
reau to advise with us on radiation haz- 
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ards to mothers and children. Both this 
Association of State and Territorial 
Health Officers and the Association of 
Maternal and Child Health and Crippled 
Children’s Directors were represented. 
The pediatricians and obstetricians at- 
tending this meeting reported that doctors 
in practice and in medical schools recog- 
nize the need to take positive steps to 
make sure that in its very proper role as 
a diagnostic tool, there is no excessive 
use of X-ray. 

- It seems equally important for us to 
examine our own practice in our clinics 
to be sure that routine does not become 
a larger consideration than the exercise 
of the physician’s best clinical judgment 
in the use of X-ray. 

Now, as to some of our related inter- 
ests in which medical professional groups 
are devoting increasing attention: 

For the eighth consecutive year, re- 
ports show a rise in juvenile delinquency 
which, percentagewise, is faster than the 
increase in the juvenile population. In- 
terest in State and local programs for 
the control and treatment of juvenile de- 
linquency continues at a high level. Sev- 
eral States have established new services, 
and a number have either proposed or 
passed legislation which provides for 
changes in State structure to permit es- 
tablishing separate agencies or divisions 
to administer services to delinquent chil- 
dren. 

There is also considerable activity in 
the establishment of new or reactivation 
of old State and local committees or com- 
missions for communication, joint plan- 
ning, and coordination of services and ac- 
tivities in relation to juvenile delinquency. 
Forestry camps have already been estab- 
lished in at least 10 States, with 5 others 
planning to establish such camps. 

Maternal and child health services can 
be a strategic point for preventive efforts 
in juvenile delinquency. Studies show 
that some children at the ages of 9 or 
10 manifest pre-delinquent behavior which 
could be noted in a good school health 
program. 

As Norman Lourie has said, “We are 
aware that the so-called delinquent 
youngster . . . must have been deprived 
of something terribly important to him 
as a human being if, in order to be at 
peace with himself, he has to be at war 
with society.” Strengthening family re- 
lationships during the earliest stages of 
the child’s development could perhaps do 
much to offset this kind of deprivation. 
Well-baby clinics offer the natural set- 
ting for the discussion and strengthening 
of the developing mother-child relation- 
ship. 


We must recognize that, among the 
young in our population, the adolescent 
is a neglected figure from a health stand- 
point. We have concentrated our concern 
for children on infants and very young 
children, and much useful knowledge has 
been developed for them which is in ef- 
fective use. 


It seems to me that we must iricreas- 
ingly adapt our health programs to take 
into consideration the concerns of adoles- 
cent youth. which are not similar to those 
of younger children, and are not yet aduit 
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concerns. Adolescents have characteristics 
peculiar to themselves. 

We need to give thought to how we 
are caring for adolescents in our hospi- 
tals, and whether ihe guidance clinics 
which are available to meet their anxie- 
ties, both real and fantasied, are truly 
responsive to their needs. 

In our school health programs, we need 
to assure the adolescent adequate coun- 
seling on health problems rather than 
relegate the student’s contact with that 
service solely to an examination for ath- 
letic participation. 

In many instances, the problem of 
obesity in adolescence is being treated as 
a part of the young boy or girl’s “grow- 


ing pains,” when, in reality, it may be the 
starting point for a life pattern which 
can best be checked when first observed. 

It is unfortunate that so much of the 
attention we direct toward the adolescent 
age group today is in the form of concern 
for those adolescents who are delinquent. 
I think we need to be concerned with 
adolescents as an age group with health 
and psychological problems, problems of 
finding their way in the world. 

One of the greatest challenges we face 
today is helping teen-agers find their 
place in this changing world. I have im- 
plicit faith in the parents of this country, 
who are trying to do a good job in pre- 
paring their children for tomorrow’s 
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world. I am sure they will welcome any 
assistance that we in the helping profes- 
sions can give them in making that prep- 
aration adequate for the testing days 
ahead. 


TRENDS IN CHILD WELFARE 


In child welfare programs, points of 
view are changing and experimentation is 
taking place in the use of foster care. 
Specialized foster family homes are being 
tried for children formerly believed to 
require institutional care. The present 
trend in institutional care is away from 
large institutions for neglected and de- 
pendent children and toward small group 
homes to meet special needs of emotion- 
ally disturbed children and of adolescents 
who are not able to assume closer foster 
family ties. 


The Children’s Bureau for the past 2 
years has employed a special consultant 
concentrating on unprotected adoptions. 
Any examination of the reason for these 
adoptions—black market sale of babies, 
gray market or other independent place- 
ments—points to the lack of adequate 
care for unmarried mothers. This lack 
seems more acute since the rate of ille- 
gitimate births is steadily rising and the 
mothers are increasingly younger. A 
large number are only 14 or 15 years old. 

In 1957 and 1958, our special con- 
sultant has been working to find ways to 
bring doctors, lawyers, and social work- 
ers together, in planning for more ade- 
quate services for unmarried mothers and 
in identifying the respective roles of these 
professions in adoptive placement. 

Work on the statement on the role of 
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the social worker in adoption is well un- 
der way. 

A statement of the doctor’s role, ade- 
quately publicized by medical groups, 
could be an enormous help in clarifying 
the attitude and the activities of physi- 
cians who place babies today. 

We plan to seek the help also of law- 
yers in developing the third part of this 
total picture of professional services in 
adoption. 

The Children’s Bureau has long had an 
active interest in homemaker service as a 
way of maintaining family living in times 
of crisis. As a result of a meeting called 
by the Children’s Bureau in June 1956 
persons interested in homemaker service 
recommended that a conference be held 
this year. 

However, interest in this service is so 
great, and it has such wide application to 
problems such as care of the aged and 
chronically ill, as well as to children, 
that our original plans have expanded to 
include other governmental agencies and 
many national voluntary and public health 
and welfare organizations. The anticipat- 
ed conference will be on homemaker and 
related services. 

Working on planning for this confer- 
ence is a steering committee with mem- 
bership from the Children’s Bureau, Bu- 
reau of Public Assistance, Bureau of 
Old-Age and Survivors Insurance, Office 
of Vocational Rehabilitation, Office of 
Education, and Public Health Service. 
The conference is now planned for late 
in 1958. 

The problems of migrants continue to 
cause us concern. All of us in the Fed- 
eral Government wish we had more facts, 
rather than guesses—just such simple 
things as counts on the number who mi- 
grate, on the number of children who go 
along, whether or not they get into 
school, are immunized, and get needed 
social services. The special projects in 
Colorado and Florida have flourished and 
must be a source of pride to the health 
personnel. We are especially encouraged 
by the initiative that the New York re- 
gional office of this Department has 
shown in getting people from States in 
the region together on a regular basis to 
exchange knowledge on activities and 
ideas. Plans are now under way, we un- 
derstand, for a joint meeting between 
Region II and Region III to exchange 
views on common problems. 

Dr. Eliot has always reported to you 
on the work of the United Nation’s Chil- 
dren’s Fund. In September, I had the 
privilege of serving as principal adviser 
on the United States delegation to the 
Executive Board of the United Nation’s 
Children’s Fund, and of seeing Dr. Eliot 
in action. The tributes paid her at this 
final session after her long years of de- 
voted service show how greatly she will 
be missed as the United States represen- 
tative. 

At the September session of the board, 
allocations of $12 million were made to 
80 projects in 53 countries or territories, 
bringing the total allocation for all pur- 
poses for 1957 to more than $24 million. 
Disease control is the largest area of ex- 
penditure, with malaria at the top with 
$8 million. 
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In recognition of the tradition of serv- 
ices of a high quality which have always 
distinguished the programs carried for- 
ward through the joint efforts of the Bu- 
reau and the State health departments, I 
hope in the years ahead we can continue 
to move forward with vigor in our role 
of helping the disadvantaged, of pressing 
for preventive measures, in continuing to 
enlighten the public in times which are 
constantly changing. 


Social security 


and public health 


W. L. Mitcheil 


insured workers between the ages of 50 
and 65. Earlier, in 1954, provisions had 
been enacted to freeze the benefit rights 
of workers who are totally disabled for 
long periods during their normal working 
lifetime. Well over half a million freeze 
applications have already been received. 
With cash benefits first payable for July 
1957, it is estimated that about a quarter 
of a million persons aged 50-64 will be 
awarded benefits in the first year of op- 
eration. Disability benefits to be paid in 
calendar year 1958 are estimated at about 
one-quarter billion dollars. These benefits 
are paid out of a separate trust fund fi- 
nanced through a tax increase on em- 
ployees, employers, and the self-employed. 

To qualify for disability insurance 


benefits or for a disability freeze, it must 
be established that the insured worker 
has a physical or mental impairment that 
is so severe it keeps him from engaging 
in any substantial gainful activity. It 
must be the kind of physical or mental 
condition that shows up in the medical 
evidence, including the doctor’s report, 
hospital reports, or special tests, and it 
must have lasted for at least 6 months 
and be expected to continue for a long 
and indefinite time. 

The determination of disability is made 
by a State agency, usually the vocational 
rehabilitation agency, under an agree- 
ment between that agency and the Fed- 
eral Government. The State agency staff, 
a medical consultant, and a lay adjudica- 
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The Social Security Administration has 
been given jobs to do through congres- 
sional action that have important public 
health implications. As illustrative of the 
extent to which the Social Security Ad- 
ministration is already involved in health 
programs, approximately $370 million was 
identifiable in 1956 as public assistance 
expenditures for medical care. Almost $10 
billion was paid out under our social se- 
curity program, an aggregate that can be 
said to have public health implications if 
for no other reason than that personal 
well-being is inseparable from _ public 
health. 

Payments under the old-age, survivors, 
and disability program are now at an an- 
nual rate of close to $7 billion, and the 
number of beneficiaries has passed the 
10.5 million mark. About 5.3 million peo- 
ple are receiving assistance totaling some 
$2.8 billion a year under the four fed- 
erally aided programs. 

We in the Social Security Administra- 
tion have been increasingly concerned 
about the interrelation of the service and 
income-maintenance aspects of our pro- 
grams, and we share that concern with 
people in public health. Last year’s 
amendments strengthened the welfare 
service aspects of the public assistance 
programs and helped the States to in- 
crease their medical programs. The ef- 
fectiveness of the insurance program in 
meeting basic economic needs depends in 
many ways on the extent to which the 
community provides needed health, wel- 
fare, and related services, especially those 
which increase an individual’s capacity 
for self-help and self-care. If the benefi- 
ciary is able to manage without major 
expenditures for special care, his benefit 
can more adequately cover basic costs of 
food, clothing, and shelter. 

Since economic well-being is insepar- 
able from social well-being, and since the 
dividing line between peace of mind and 
physical health is slight indeed, these pro- 
grams cannot help but have tremendous 
impact on the health of all our people. 


NEW DEVELOPMENTS 


Last year, Congress amended the old- 
age and survivors insurance program to 
provide cash benefits for severely disabled 
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tor, usually with rehabilitation experience, 
make the determination on the basis of 
medical evidence and such personal and 
vocational factors as age, education, and 
work experience. 

Health officers may be interested in 
some statistics from the operations of the 
disability provisions of the program. Of 
the cases adjudicated for benefits or a 
freeze in 1956, 85 percent were male. 
The median age of allowed applicants 
was 58.1 years and almost 65 percent 
were ages 50-64. In half the cases, the 
disabling illness had lasted 4 years or 
longer. Of all applicants allowed during 
1956, 57 percent were in institutions or 
confined to their homes, and an addition- 
al 6.5 percent required help to get about 
outside their homes. These figures reflect 
the early adoption of procedures to identi- 
fy severely disabled people. Institutional 
and home-bound cases were quickly iden- 
tified and, as a result, were filed promptly. 

Four classes of diseases accounted for 
more than three-quarters of the cases al- 
lowed in 1956: diseases of the circulatory 
system, including heart disease, about 
one-fourth; diseases of the nervous sys- 
tem and sense organs, about one-fourth; 
mental, psychosomatic, and personality 
disorders, about one-fifth; infectious and 
parasitic diseases, including tuberculosis, 
about one-eighth. 

Through the 1956 amendments, Con- 
gress also extended benefits to the dis- 
abled child over 18 of a retired or de- 
ceased insured worker, provided the child 
had been totally disabled before age 18. 
It is estimated that about 35,000 disabled 
children will be added to the benefit rolls 
in the first year. A surprising number of 
these children had been disabled for many 
years and were completely unknown to 
the community. In some cases, the filing 
of a claim for benefits may be the means 
of making the parent or guardian aware 
that resources are available to help this 
child to a more normal life. Thus the 
new benefit has significance beyond the 
mere provision of income support for 
adult children whose disabilities make 
them dependent. 


PHYSICIANS AND DISABILITY 
PROVISIONS 


A practicing physician, serving on a 
part-time basis, is frequently the medical 
member of the State agency evaluation 
team that makes the determination of dis- 
ability. 

The family doctor who has attended 
the claimant is also closely involved. The 
disabled person, applying at his social se- 
curity office for benefits or to have his 
record frozen, is responsible for getting 
the medical evidence neéded to show the 
extent and duration of his impairment. 
Most of these individuals have had some 
medical attention and will ask their at- 
tending physicians to supply medical re- 
ports on their conditions. Others may 
take the report form to the clinic, hospi- 
tal, institution, or agency where they have 
received treatment. While the medical 
report form was designed for the con- 
venience of the physician, it is not re- 
quired that he use this form; a narrative 
summary or photocopies of pertinent rec- 
ords are acceptable. ro 
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Mental institutions, sanatoriums, and 
hospitals for the aged and chronically ill 
have received more requests to complete 
medical reports than have general hospi- 
tals since a higher proportion of their 
patients qualify under the disability pro- 
visions. We fully appreciate that com- 
pleting a multiplicity of forms creates an 
unusual burden on these institutions. We 
believe that they will be relieved of much 
of the problem when disabilities that had 
their onset a considerable time prior to 
application no longer form such a high 
proportion of the workload. For purposes 
of the disability freeze, applications have 
been accepted from individuals whose dis- 
abilities began as early as 1941. In these 
cases it is usually quite difficult to re- 
construct reliable records. After June 
1958, a period of disability cannot be es- 
tablished beginning earlier than 1 year 
from the date of the application. 

One of our problems is to dispel some 
of the misconceptions that attending phy- 
sicians have about their role in the dis- 
ability process. Many doctors feel, and 
I suppose with considerable justification, 
that they should be reimbursed for the 
cost of preparing the medical report. We 
fully appreciate the feelings of physicians 
who ask for a fee when it is obvious 
from the patient’s attitude that he does 
not expect to pay for the service. But, as 
a matter of policy, we require the appli- 
cant at his own expense to furnish us 
with records which reasonably support 
his claim. 


Other doctors are perturbed when 
asked to complete medical reports for in- 
dividuals whom they have not seen for 
many years. We seem to have great 
difficulty in getting over to them that the 
report requested is not intended to por- 
tray the present medical condition but re- 
lates to the medical condition at the time 
the physician last examined the individual. 

In many cases, the medical evidence 
submitted is inadequate, and it is neces- 
sary to write back to the reporting physi- 
cian. Many doctors believe that a simple 
statement of diagnosis, prognosis, and 
opinion as to the degree of disability is 
the type of information required. Actual- 
ly, the determination of disability is made 
principally on the basis of clinical and 
laboratory findings. The applicant’s doc- 
tor is not asked to make a determination 
of disability. We ask only for complete 
enough clinical information to allow a 
reviewing physician to evaluate effectively 
the incapacity and the probable future 
course of the condition. 

The law requires that all disability ap- 
plicants be referred promptly for State 
vocational rehabilitation services. Insofar 
as possible, the process of determining 
disability is geared to provide facts about 
the person’s impairment and residual ca- 
pacities that are also useful in identify- 
ing the kinds of services needed for re- 
habilitation. 

By July 1957, 400,000 applicants had 
been referred. Case disposition reports 
had been received in 140,000 cases. These 


reports show that only 7 percent of the 
applicants had enough potential for re- 
habilitation to be accepted for services, 
Since a very large proportion of the per- 
sons referred were in the older age group 
and suffered from serious and long-stand- 
ing disabilities, we could hardly expect 
to find many vocational rehabilitation 
prospects among them. As the backlog 
of long-standing disability cases is elimi- 
nated and as the more recently disabled 
come to form a higher proportion of ap- 
plicants to the Bureau of Old-Age and 
Survivors Insurance and, thus, of Bu- 
reau referrals, we may expect the prac- 
tical effectiveness of the referral program 
to be greater than indicated by the data 
now available. 

An immediate problem, however, is 
how the vocationally unrehabilitatable can 
be helped to realize their maximum po- 
tential for self-care and a satisfying life. 
Here is an area where much might be 
done through demonstration projects of 
services to disabled beneficiaries, perhaps 
with a State health agency assuming re- 
sponsibility for the organization of the 
special services needed. 


PUBLIC ASSISTANCE MEDICAL CARE 


There exists a great variety of meth- 
ods of providing medical care to re- 
cipients of public assistance. The methods 
differ not only from State to State but 
among the localities within the same 
State. Medical care for this group has 
been traditionally a local responsibility, 
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but such responsibility is gradually being 
supplanted or supplemented by State pro- 
grams and, to a lesser degree, by Federal 
grants-in-aid to the States. The Federal 
grant, by requiring statewide participa- 
tion, is undoubtedly a factor in the ex- 
tension and improvement of provisions 
for medical services to needy people. 

Federal participation in the financing 
of medical care has, however, been very 
modest. While public assistance costs, 
including general assistance, are presently 
running at the rate of about $3 billion 
annually, only about 9 percent of the 
total in calendar year 1956—$269 million 
—was in the form of vendor payments 
made directly to hospitals, doctors, drug- 
gists, nursing homes, insurance companies, 
and so on. Of the total vendor payments, 
less than one-fifth was made from Fed- 
eral funds. Another $100 million was in- 
cluded in the money, or so-called cash, 
payment to recipients to give them funds 
to pay for medieal care; perhaps as much 
as three-fifths of this amount came from 
Federal funds. 

A large part of all vendor payments 
has been concentrated in a few States. Of 
the vendor payments made for the aged 
in June 1957, half were in New York, 
Illinois, and Massachusetts. 


Until July 1957, Federal participation 
in medical care for public assistance re- 
cipients has been subject to an individual 
monthly maximum (currently $60 for 
adults) which determined the Federal 
share of both maintenance payments and 
medical care. In 1956, Congress provided 
separate matching for medical care on an 
average basis. The average monthly 
amount in which the Federal Government 
will share on a fifty-fifty basis was set 
at $6 for every adult and $3 for every 
child on the assistance rolls. 

Following the 1956 medical care amend- 
ment, 13 States have for the first time 
submitted plans as a basis for claiming 
Federal participation in the medical care 
payments in one or more categories of 
public assistance. In other States which 
have had established medical care pro- 
grams, the ratio of medical care costs to 
total public assistance is rising. 

The States that are now moving into 
medical care for recipients of assistance 
are those with the least economic re- 
sources. They, more than States with 
well-established programs, must examine 
their plans most carefully. These States 
especially need professional help in plan- 
ning how best to spend an amount that is 
recognizably inadequate for the job to be 
done. 

It appears that an ever larger portion 
of the dollar for public assistance will be 
spent for medical care. With the social 
insurance program carrying the burden 
of income support, public assistance will 
be increasingly concentrated on people 
with heavy medical needs. 

Let us turn now to another develop- 
ment in which health and welfare people 
are jointly concerned: the possibility of 


restoring former mental patients to nor-. 


mal living arrangements after institution- 
al care is no longer indicated. No one 
would argue about the desirability of ar- 
rangements that make it possible for such 
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people, many of whom have spent most 
of their lives in institutions, to participate 
again in a normal life. But I think we 
should recognize that the joint efforts of 
our health departments and our welfare 
departments in making such arrange- 
ments may run into financial barriers in- 
volving total cost and how the cost is 
shared. The costs involved in returning a 
former patient to the community fre- 
quently include costs of basic income 
support to be provided through the Fed- 
eral-State program of public assistance 
and always include costs of services for 
finding a suitable place to live and to ad- 
just to a new way of life. In the long 
run, these costs may be no greater than 
costs of good institutional care. But their 
financial impact is different. Whereas the 


State budget had carried the full cost of 
the institutional care, the locality may 
now be called on to share costs, at least 
for services. And while the total cost 
borne by the ‘State and its localities may 
be lower because of Federal participation 
in public assistance, the mere fact that 
some local financing is involved can prove 
an almost insuperable barrier. 

Nursing home care constitutes another 
area in which we have a strong mutual 
concern. In the recent study of nursing 
homes in 13 States which the Public 
Health Service made jointly with the 
Commission on Chronic Illness, it was 
found that fully half of all proprietary 
nursing home residents were recipients 
of public assistance. Furthermore, assist- 
ance funds were paying the full bill in 4 
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out of 5 of these cases. In most of the 
States the average payment made to the 
nursing homes in behalf of recipients of 
public assistance was considerably below 
the private-pay average. This highlights 
a very difficult situation—the problem of 
financing nursing home -care by public 
assistance at rates that will buy really 
good care. 

Some welfare agencies have already 
recognized that it may cost less in the 
long run to pay nursing home charges 
that include restorative and rehabilitation 
services than to pay, over a much longer 
period of time, charges for care that 
merely permits the patient to live out his 
days in bed. The new public assistance 
provisions for medical care may make 
such financing increasingly feasible. 

The welfare . field must rely on the 
public health field for a large part of 
the task of seeing that these nursing 
homes are safe.and sanitary and for im- 
proving their standards so that they 
are more than mere depositories for 
human beings. Skilled nursing services, 
restorative activities, and adequate medi- 
cal supervision are minimums which are 
sadly lacking in some of these estab- 
lishments. 

I feel that I speak for public welfare 
people in general when I say that pub- 
lic welfare agencies have no desire to 
become medical agencies. We believe that 
the..department which is under medical 


auspices should have an important voice 


in developing the medical aspects of so- 
cial insurance and welfare programs. 
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We who are concerned with the social 
security programs are ready, eager, and 
willing to cement our partnership with 
those in the public health field. Through 
a truly cooperative endeavor, the com- 
petency of each can be brought together 
for the general well-being of our total 
population. 


Books received 


Books received for review during the 
period from March 5 to April 5, are 
listed below. Reviews will be published 
as space permits. 


NEW AND NONOFFICIAL DRUGS, Con- 
taining Descriptions of Therapeutic, Prophylac- 
tic and Diagnostic Agents Evaluated by the 
Council on Drugs (formerly, Council on Phar- 
macy and Chemistry) of the American Medical 
Association. Cloth. Pp. 645. Price $3.35. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1958. 


THE STORY BEHIND THE WORD. Some 
Interesting Origins of Medical Terms. By Har- 
ry Wain, A.A.,+B.S.M., M.D. (cum laude), 
M.S.P.H., Diplomate, American Board of Pre- 
ventive Medicine; Fellow, American College of 
Preventive Medicine; Fellow, American’ Public 
Health Association; Member, Royal Society of 
Health, London, England; Member, American 


Medical Association; Health Commissioner, 
Mansfield-Richland County, Ohio. Cloth. Pp. 
342. Price $8.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Il- 
linois, 1958. 


PHARMACOLOGY IN MEDICINE. A Col- 
laborative Textbook. Edited by Victor A. Drill, 
Ph.D., M.D., Lecturer in Pharmacology, North- 
western University Medical School; Professorial 
Lecturer in Pharmacology, University of Ili- 
nois College of Medicine; Director of Biological 
Research, G. D. Searle & Co. Ed. 2. Cloth. 
Pp. 1273, with illustrations. Price $19.50. Mc- 
Graw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1958. 


PHYSICAL DYNAMICS OF CHARACTER 
STRUCTURE. Bodily Form and Movement in 
Analytic Therapy. By. Alexander Lowen, M.D., 
Executive Director, Institute for Bioenergetic 
Analysis, New York. Cloth. Pp. 358, with il- 
lustrations. Price $7.75. Grune & Stratton, 381 
Fourth Avenue, New York 16, 1958. 


ENDOCRINE PATHOLOGY OF THE 
OVARY. By John McLean Morris, M.D., As- 
sociate Professor of Gynecology, Yale Univer- 
sity School of Medicine, New Haven, Connecti- 
cut; and Robert E. Scully, M.D., Clinical 
Associate in Pathology, Harvard Medical School; 
Associate Pathologist, Massachusetts General 
Hospital, Boston, Massachusetts. Cloth. Pp. 
151, with illustrations. Price $8.50. The C. V. 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1958. 


HOW TO WRITE SCIENTIFIC AND 
TECHNICAL PAPERS. By Sam F. Trelease, 
Columbia University. Cloth. Pp. 185. Price 
$3.25. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 
2, 1958. 


1958 BRITANNICA BOOK OF THE YEAR. 
Cloth. Pp. 778, with illustrations. Price $12.00. 
Encyclopedia Britannica, 400 ‘West Madison 
Street, Chicago, 1958. 
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Changes of address and 


new locations 


Abessinio, Daniel A., from St. Clair Shores, Mich., to 18940 E. 
Nine Mile Road, East Detroit, Mich. 

Adler, Sidney R., from Dania, Fla., to 213 E. Beach Bivd., Hal- 
landale, 

Ansfield, Irving J., from 1500 E. Brady St., to 4957 W. Fond 
du Lac Ave., Milwaukee 16, Wis. 

Armstrong, Paul E., KC ’57; Carson City Hospital, Carson 
City, Mich. 

Athens, William J., PCO ’57; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Auten, Gladys Hahn, from Aransas Pass, Texas, to Box 635, 
Ingleside, Texas 


Barnett, Louis, from Westwood (Islington), Mass., to 1928 S 
Smithville Road, Dayton 10, Ohio 

Bass, Millard, KCOS "57> Normandy Osteopathic Hospital, 
7840 Natural Bridge Road, St. Louis 21, Mo. 

Baur, Marie E., from Jenkintown, Pa., to 6640 Sprague St., 
Philadelphia 19, Pa. 

Belf, Robert C., KC ’57; 17350 Pontchartrain Drive, Detroit 3, 


Mich. 

Bellenson, Leonard Andrew, KCOS ’57; 6026 Cadillac Ave., 
Los Angeles 34, Calif. 

Bernhard, Jerome J., from 914 W. Pierson Road, to 2419 W. 
Pierson Road, Flint 4, Mich. 

Bess, Joseph, from Miami, ° Sa to 5951 Hallandale Beach 
Blvd., West Hollywood, FI 

Bonino, Thomas H:, KC ‘57; Detroit Osteopathic Hospital, 
12523 Third Ave, Detroit 3, Mich. 

Bradley, R. D., from Edina, Mo., to Memphis, Mo. 

Breslin, James 4 7 PCO ’56; Riverside Osteopathic Hospital, 105 
George Wis Trenton, Mich. 

Briar, Jack R., "DMS 57; Des Moines General Hospital, 603 E. 
12th St., Des Moines 16, Iowa 


Caldwell, Alton Brown, KCOS ’57; Selby General Hospital, 304 
Putnam St., Marietta, Ohio 
i Thomas K., from Big Sandy, Tenn., to Bradford, 


Ten 

Soceiche, Richard B., PCO ’57; Bashline Osteopathic Hospital 
& Clinic, Cor. Pine & Center Sts., Grove City, P. 

Chessmore, Leonard E., from Hawthorne, Calif., to “5127 W. 
16lst St., Gardena, Calif. 

Cleveland, Heber Howe, KCOS ’57; Osteopathic Hospital of 
Maine, 335 Brighton Ave., Portland, Maine 

Cohen, Jerome B., PCO ’56; 115 S. Delsen Drive, Clayton, N. J. 

Conway, A. W., from 4331 Shroyer Road, to 4421 Grayson, 
Dayton 29, Ohio 

Cooksley, Fred B., KC ’57; 201 Hawthorne Ave., North Sacra- 
mento 15, Calif. 

Cooper, Arthur M:, PCO “57; Osteopathic Hospital, 
12523 Third Ave., Detroit 3, M 

Cotler, Gerald, from Philadelphia, Pa, to 3640 Los Feliz Blvd., 
Los Angeles 27, Calif. 

Crane, John N., KC ’57; Hillside Hospital, 1940 El Cajon 
Blvd., San Diego 4, Calif. 

Curtiss, R. G., Jr., CCO *57 McLaughlin Osteopathic Hospital, 
619 Townsend St. Lansing 15, Mich. 


Daitch, Maurice L., from Detroit, Mich., to 11660 Gateway 
Blvd., Los Angeles 64, Calif. 

D’Alonzo, Albert F., PCO ’56; 806 W. Wingohocking St., 
Philadelphia 40, Pa. 

DeCosmo, John, Jr.. KCOS °57; Dallas Osteopathic Hospital, 
5003 Ross Ave., Dallas 6, Texas 

Delitzsch, Astrid Anne, from Berkley, Mich., to 19291 Rock- 
castle, Detroit 36, Mich. 

Denka, George Arthur, KC ’57; Grandview Hospital, 605 
Grand Ave., Dayton 5, Ohio 

Dingman, Lynn’ W., KC 57 « Hillside Hospital, 1940 El Cajon 
Blvd., San Diego 4, Calif. 

Alvin D., PCO 700 Brighton St., Philadelphia 11, 


Dunford, Homer W., KC ’57; 201 Hawthorne Ave., North Sac- 
ramento 15, Calif. 


Emling, Frederick A., KCOS ’57; Saginaw Osteopathic Hospi- 
tal, 515 N. Michigan Ave., Saginaw, Mich. 
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overnight laxative action 


Ask your Warner-Chilcott 
representative for this 
dozen-pack of 2-oz. samples. 


WARNER-CHILCOTT 
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Fadool, George P., from Dearborn, Mich., to 3750 Gratiot Ave., 
Detroit 7, Mich. 

Fahey, John F., from Los Angeles, Calif., to General Delivery, 
Carmel, Calif. 

Farber, David C., KC ’57; Lancaster Osteopathic Hospital, Lan- 
caster, Pa. 
Flanagan, Gerald P., KC '57; Fort Worth Osteopathic Hospi- 
tal, Inc., 1000 Montgomery St., Fort Worth 7, Texas 
Fortuna, Paul T., from Detroit, Mich., to 21761 Ryan Road, 
Warren, Mich. 

Fox, Allan R., PCO ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Friedenberg, Martin L., from 18933 Grand River Ave., to 15924 
W. Seven Mile Road, Detroit 35, Mich. 

Friedlin, Frederic Jay, PCO ’56; 147 Grandview Ave., Pitman, 
N 


N. J. 
Fritz, William J., CCO ’56; Riverside Osteopathic Hospital, 165 
George St., Trenton, Mich. 


Galla, Lawrence J., KC ’57; Bashline Osteopathic Hospital & 
Clinic, Cor. Pine & Center Sts., Grove City, Pa. 

Gard, Keith L., KC ’57; Civic Center Hospital, 1537-41 Jackson 
St., Oakland 12, Calif. 

Gass, Gerald, KC ’57; Carson City Hospital, Carson City, Mich. 

Giglio, Peter J., KC ’57; Grandview Hospital, 405 Grand Ave., 
Dayton 5, Ohio 

Glidden, J. Warren, from Detroit, Mich., to Osteopathic Hospi- 
tal of Kansas City, 926 E. 11th St., Kansas City 6, Mo. 

Greene, David B., KCOS ’57; Dallas Osteopathic Hospital, 5003 
Ross Ave., Dallas 6, Texas ; 

Greer, Lawrence, KC ’57; Massachusetts Osteopathic Hospital, 
222 S. Huntington Ave., Jamaica Plain, Boston 30, Mass. 

Gross, Warren T., from 2438 W. Lincoln Ave., to 3121 S. 33rd 
St., Milwaukee 15, Wis. 


Harding, John T., Jr., PCO ’57; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Harris, Elmer W., from 42 N. Main St., to 54 Summer St., 
Rochester, N. H. 

Hartelius, Ebbe, KC ’57; Monte Sano Hospital, Inc., 2834 Glen- 
dale Blvd., Los Angeles 39, Calif. 

Heck, E. Hugh, Jr., from 65 N. Washington St., to 342 Nip- 
pigon Drive, Oxford, Mich. 

—— T. H., from St. Joseph, Mo., to Box 129, Cassville, 


Heinlen, W. E., from 114 42nd St., to 2900 S. W. 23rd St., Des 
Moines 15, Iowa 

Hinz, Ralph E., from Detroit, Mich., to 29700 Harper Ave., St. 
Clair Shores, Mich. 

Hockstein, Richard D., PCO ’57; 4811 N. Ninth St., Philadel- 
phia 41, Pa. 


nen Samson A., PCO ’56; 3248 Twelve Mile Road, Berkley, 

Mich. 

Isenberg, Seymour, KC ’57; Zieger Osteopathic Hospital, 4244 
Livernois Ave., Detroit 10, Mich. 


Jackman, Norman, CCO ’57; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Jackson, Murray H., KC ’57; Zieger Osteopathic Hospital, 4244 
Livernois Ave., Detroit 10, Mich. 

Jaeger, Fredrick J. J., from Warrensville Heights, Ohio, to 2 
Southwick, Bedford, Ohio 

Janis, Leon O., from 1557 E. Florence Ave., to 11102 S. Figue- 
roa St., Los Angeles 61, Calif. 

Jennings, J. Maxwell, from 138 E. South St., to 5959 E. Com- 
stock Ave., Kalamazoo, Mich. 

Jensen, Fred J., CCO ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Johnson, William M., KC ’57; Normandy Osteopathic Hospital, 
7840 Natural Bridge Road, St. Louis 21, Mo. 


Kane, Theodore E., from 7118 Winona Ave., to 6612 Alamo 
Ave., St. Louis 5, Mo. 
Katzowitz, Abraham L., CCO ’57; Mount Clemens General 
Hospital, 1000 Harrington Blvd., Mount Clemens, Mich. 
Kaufman, Jerome S., from Detroit, Mich., to 22005 Ecorse 
Road, Dearborn, Mich. 

Kellam, David A., PCO ’56; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Kelso, Elmer Lee, KCOS ’57; Muskegon Osteopathic Hospital, 
Third & Webster Sts., Muskegon, Mich. 

Ketcham, Michael L., KC ’57; Oklahoma Osteopathic Hospital, 
Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Kondik, Michael A., KC 57; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 
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“But he was 


very stiff and proud; 
He said, 
“You needn’t shout so loud! 


FROM THROUGH THE LOOKING-GLASS * 


DRAWING: JOHN TENNIEL, COURTESY GROSSET & DUNLAP 


JourNnaAL A.O.A. 
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sy quietly... 
for relief of mild stiffness, aches and pains 


VAST RAN helps patients with 
chronic aches and pains by increas- 
ing the supply of blood to the affect- 
ed area; causes a pleasant sense of 
warmth and well-being. Essential 
B-complex coenzyme factors and 
ascorbic acid support normal cellu- 
lar metabolism — an added benefit 
when salicylates or corticosteroids 
are used concurrently. 


WASTRAN isversatile: vVASTRAN 
is indicated in peripheral vascular 
conditions, such as: intermittent 
claudication, Raynaud's disease, 
Buerger’s disease, thromboangiitis, 
chilblains and aching or cold hands 
and feet. vASTRAN is also useful in 
osteoarthritis, bursitis, myositis, fas- 
ciitis, tendinitis, peripheral neuritis, 
and low back disorders as well as 
common strains. 


Each vasTRAN® tablet contains: nic- 
otinic acid, 50 mg.; ascorbic acid, 
100 mg.; riboflavin, 5 mg.; thiamine 
mononitrate, 10 mg.; pyridoxine hy- 
drochloride, 1 mg.; cobalamin (vita- 
min Biz activity), 2 meg.; calcium 
pantothenate, 5 mg. 


Add Vastran to 
your overall treatment of 
mild aches and pains. 


Vor. 57, May 1958 


Dosage: vastraN: 1 tablet q.id., 
before meals. 


VASTRAN AMP-more than 
injectable vasTRaN: In acute or se- 
vere conditions, start therapy with 
injectable vASTRAN AMP solution. 
Rapid vasodilation is complement- 
ed by adenosine-5-monophosphoric 


acid, as an aid in restoration of 


normal muscle function through in- 
creasing energy stores at the bio- 
chemical level. vAsTRAN AMP con- 
tains in each cc.: nicotinic acid (as 
sodium salt), 20 mg.; adenosine-5- 
monophosphoric acid (as sodium 
salt), 25mg.; and vitamin Bi2,75 meg. 


Note: vastran tablets, for peripheral 
circulatory impairment, are not to 
be confused with vASTRAN FORTE 
capsules, for hypercholesteremia. 


References and literature on request 


*For your complimentary first edi- 
tion portfolio of 8 full-color “Alice” 
prints from the famous Tenniel 
plates, 8%” x 11”, suitable for framing 
(value $7.50), write to: 


WAMPOLE 
LABORATORIES 
Gift Dept. 

35 Commerce Road, Stamford, Conn. 
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morphine-like action 
in relief of 


SEVERE PAIN 


NARTAT 


(G. F. Harvey Company Brand of Dipyrone) 
NON-NARCOTIC - ANALGESIC- ANTIPYRETIC 


Dramatically effective in relieving pain and fever, 
NARTATE “approaches the ideal analgesic for 
office use.”* Its action is prompt and prolonged, it 
does not produce sedation or narcosis, and it is not 
habit forming. It is well-tolerated and economical 
for long-term medication. 


INDICATIONS: 

Arthritic and rheumatic pain, carditis, herpes zoster, postopera- 
tive pain, angina pectoris, coronary thrombosis, renal and biliary 
colic, traumatic pain, bursitis, backache, and headache of varied 
etiology. CAUTION: Should not be used in presence of anemia. 
DOSAGE: 

PARENTERAL — for rapid relief, 5 cc. intravenously. 

ORAL — | tablet t.i.d. or q.i.d. 

SUPPLIED: 

VIALS, 10 cc. and 30 cc. TABLETS, bottles of 100 and 1000. 


“Joseph, Morris: Effective Analgesia Without Sedotion 
or Narcosis, Clinical Medicine, August 1957 


othe, CG. F ffrrwey (6. SARATOGA SPRINGS, NEW YORK 


Please send sample and literature on NARTATE 


Kuiper, Dale W., PCO ’57; 44 Eastern Ave., S. E., Grand Rap- 
ids 6, Mich. 


Lalli, Eugene E., KC ’57; Rocky Mountain Osteopathic Hospi- 
tal, 4701 E. Ninth Ave., Denver 20, Colo. 

Landis, Walter W., KCOS ’57; South Bend Osteopathic Hos- 
pital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 

Larimer, John M., from 927 Lincoln Road, to 1101 Lincoln 
Road, Miami Beach 39, Fla. 

Lee, Marcus L., from Sturgis, S. Dak., to Wellington Hospital, 
Wellington, Kans. 

Leonard, Norman H., CCO ’57; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Lindsay, Albert L., KS ’57; Oklahoma Osteopathic Hospital, 
Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Livengood, B. L., from Harty Bldg., to 3016 Avenue G, Bay 
City, Texas 

Love, John Edward, PCO ’'56; 815 Woodworth Ave., Pitts- 
burgh 21, Pa. 

Luongo, Ralph A., PCO ’56; 244 W. Ridge Ave., Linwood, Pa, 

Lyons, Louis S., from Redondo Beach, Calif., to 9236 Long 
Beach Blvd., South Gate, Calif. 


Mack, J. Edward, from Detroit, Mich., to 19128 E. Ten Mile 
Road, East Detroit, Mich. 

Magiera, Daniel J.. KC ’57; Osteopathic General Hospital of 
Rhole Island, 1763 Broad St., Edgewood, Cranston 5, R. I. 

Margreiter, John L., Jr., from 8405 Engler Park Court, to 8324 
Pepperidge Drive, St. Louis 21, Mo. 

Martsukis, Leo M., from Gardena, Calif., to 11837 S. Figueroa 
St., Los Angeles 61, Calif. 

Matheny, C. C., from Detroit, Mich., to Apartado VII, San 
Jose, Costa Rica, Central America 

Mauer, ee J., Jr., CCO ’56; 25 E. Washington St., Chica- 

. go 2, Ill. 

McCowan, William Dick, from Covina, Calif., to 18335 E. Val- 
ley Blvd., La Puente, Calif. 

Midla, George E.. KCOS ’57; South Bend Osteopathic Hospi- 
tal, 2515 E. Jefferson Blvd., South Bend 15, Ind. 

Mills, G. N., from Belpre, Ohio, to 3159 Main St., Weirton, 


W. Va. 
Misasi, Sam, KC ’57; 1226 Benton Blvd., Kansas City 27, Mo. 
Moor, John W., KC ’57; Los Angeles County Osteopathic Hos- 
pital, 1100 N. Mission Road, Los Angeles 33, Calif. 
Morgan, Wallace E., from 2761 Pacific Ave., to 5600 Atlantic 
Ave., Long Beach 5, Calif. 
Murray, Patrick G., KC ’57; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 


Nelson, Donald E., CCO ’57; Pontiac Osteopathic Hospital, 50 
N. Perry St., Pontiac, Mich. 

Nersesian, Andrew A., from 5435 Woodward Ave., to 7089 Lis- 
bon St., Detroit 9, Mich. 

Newell, John A., CCO ’57; 2793 Carson, Detroit 9, Mich. 

Norris, Fay A., from 429 Kress Bldg., to 2012-15 Esperson 
Bldg., Houston 2, Texas 


Ostrowski, Joan M., CCO ’57; Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15, Ill. 


Panagon, Nicholas S., CCO 57; 6048 W. Addison St., Chicago 
34, Ill 


, Til. 

Parker, Robert W., from Kansas City, Mo., to 7135 N. Federal 
Blvd., Denver 11, Colo. 

Parsa, Jalil, KC ’57; Lakeside Hospital, 2801 Flora Ave., Kan- 
sas City 9, Mo. 

Patzakis, Nick J., KC ’57; Normandy Osteopathic Hospital, 
7840 Natural Bridge Road, St. Louis 21, Mo. 

Pelino, Frank D., from Livonia, Mich., to 23951 Yale Ave., 
Dearborn, Mich. 
Petersen, D. M., KCOS ’57; Grand Rapids Osteopathic Hos- 
pital, 1919 Boston St. S. E., Grand Rapids 6, Mich. _ 
Petuskin, Melvin, KCOS ’57; Lancaster Osteopathic Hospital, 
Lancaster, Pa. ; 

Phillips, Edward M., from Wilmington, Del., to 107 Darley 
Road, Claymont, Del. 

Pinkston, Paul E., from 413-16 Victoria Natl. Bank Bldg., to 
105 N. Vine St., Victoria, Texas 

Plattner, Emil P., from Plattner Clinic & Hospital, to 813 E. 
Main, Grand Prairie, Texas ? 

Plattner, Herman H., from Plattner Clinic & Hospital, to 813 

. Main, Grand Prairie, Texas 
Port, = — PCO ’57; 111 Nassau Road, Roosevelt, 


BE 
Powell, Thomas Francis A., PCO ’56; 4826 Sansom St., Phila- 


delphia 39, Pa. 
Pressley, James W., KC ’57; Corpus Christi Osteopathic Hos- 


pital, 1202 Third St., Corpus Christi, Texas 
Journat A.O.A. 


A 


Pristou, Walter, CCO '57; Chicago Osteopathic Hospital, 5250 
S. Ellis Ave., Chicago’ 15, Ill. 

Pritchard, Charles P., PCO "56; 231 W. Durand St., Philadel- 
phia 19, Pa 


Quarters, Jack E., KCOS ’57; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave. Saginaw, Mich. 

Quick, John B., from Van Nuys, Calif., to 2510 N. California 
Stockton 4, Calif. 


Rahi, D. B., DMS ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 4 Mich. 

Rea, James F., PCO ’57; Doctors Hospital, 1087 Dennison Ave., 
"Columbus 1, Ohio 

Reber, Lothar &: PCO ’57; Flint General Hospital, 765 E. 
Hamilton Ave., Flint 5, Mich. 

Rieger, Paul, from 2210 N. E. 26th St., to 12 N. E. 12th Ave., 
Fort Lauderdale, Fila. 

Roeper, ae a from Saginaw, Mich., to Box 537, Franken- 
mut 

Rorro, Louis M., PCO ’57; 417 Chestnut Ave., Trenton 10, N. J. 

Ross, C. A., from 506 Neave Bldg., to 1661 Windermey er "Way, 
Cincinnati 24, Ohio 

Rusin, William D., from Los Angeles, Calif., to 324 Western 
Ave., Glendale’ 1, Calif. 

Ryan, James,  - KC 57; Maywood Hospital, 4400 E. Slauson 
Ave., Maywood, Calif. 

Ryle, William Wayne, from Cincinnati, Ohio, to 107 W. Center 
St., Blanchester, Ohio 


Sausser, David H., from 20100 W. McNichols Road, to 18933 
Grand River Ave., Detroit 23, Mich. 
Schirmer, Robert F., KC ’57; Detroit Osteopathic Hospital, 
-12523 Third Ave., Detroit 3, Mich. 
Schissel, Robert, KCOS ’57; Flint General Hospital, 765 E. 
Hamilton Ave., Flint 5, Mich. 
Schmidt, Allan G., from 368 Birdrock Ave., to 7521 La Jolla 
Blivd., La Jolla, Calif. 
Schneiderman, Frank, CCO ’57; Rocky 
Hospital, 4701 E. Ninth Ave., Denver 20, Col 
Schofner, Robert M., from Mount Morris, ‘Mich to Central 
Clinic, 209 Chippewa, Mount Pleasant, Mich. 
Schoon, N. Lewis, KC ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit ee Mich. 
Schreiber, David A., KCOS ’57; Pontiac Osteopathic Hospital, 
. Perry St., Pontiac, Mich. 
Schury, Arno B., KCOS ’57; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave., Saginaw, Mich. 
Schwartz, Frederick J., from Long Beach, Calif., to 1222 E. 
Rosecrans Ave., Compton, Calif. 
Scott, Ry cms L. B., from Los Angeles, Calif., to 3530 S. Grays- 
Ave., San Pedro, Calif. 
Sheffield, Harold N., from Lobelville, Tenn., to 4618 Benbrook 
Highway, Route 5, Box 330D, Fort Worth 9, Texas 
Sheiner, Leo, from Detroit, Mich., to 20527 Sunderland Road, 
Detroit 19, Mich. 
Shumway, Douglas K., PCO ’57; Doctors Hospital, ‘1087 Den- 
nison Ave., Columbus 1, Ohio 
Sikorski, Eugene L., from Auburn Heights, Mich., to 582 East 
Blvd., N., Pontiac, Mich. 
Sims, M. C., from 2912-14 Central Ave., E., to 119 Quincy 
St., N. E., Albuquerque, N. Mex. 
Skinner, Myron G., Jr., from Lynnville, Tenn., to 4618 Ben- 
brook Highway, Route 5, Box 330D, Fort Worth 9, Texas 
Skousen, Willard I., from 60 ~ _MacDonald St., to 701 N. 
Country Club Drive, Mesa, A 
Sloan, Ralph, from 8278 'Glenoaks Bivd,, to 8723 Sunland Blvd., 
Sun Valley, Calif. 
Smith, Francis J., from 214 oe agg Parkway, to 138 Rocke- 
feller Drive, Ormond Beach, 
Snow, Robert M., PCO ’57; Doctors Hospital, 1087 Dennison 
Ave., Columbus Ohio 
Solit, Marvin, KC ’57; Massachusetts Osteopathic Hospital, 222 
S. Huntington Ave., Jamaica Plain, Boston 30, Mass. 
Solomon, Frederick, KCOS as Lancaster Osteopathic Hospi- 
tal, Lancaster, Pa. 
Sparti, Frank J., from Dallas, Ga. to 1264 W. Flagler St. 
Miami 35, 
Henry KC ’57; South Bend Hospital, 
2515 E. Jefferson Blvd., South Bend 15, Ind. 
Stefanacci, Richard G., KCOS '57; Lancaster Osteopathic Hos- 
pital, Lancaster, Pa. 
Steinberg, Martin, KC ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 
ie A. d DMS 57 Pontiac Osteopathic Hospital, 50 
N. Perry St., Pontiac, Mich. 
Stowell, Maude Swits, from 121 12th St., to 2611 Barrington 
Place, I 
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“No patient failed to improve.’ 
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pHisoHex washing added to poeta 
treatment in acne produced results that 
.. far excelled... results with the many 
measures usually advocated.” 
pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 
For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 
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| Sullivan, Clarence B., Jr.,~KC °57; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Swofford, Peter J., KCOS ’57; 1107 W. Patterson Ave., Kirks- 
ville, Mo. 


JUST Tedrick, Richard H., KC ’57; Rocky Mountain Osteopathic 
ibault, Richard L., from Pomona, Calif., to 3¢ . Maine 

PUBLISHED! Ave., Baldwin Park, Calif. . 

Thomas, Charles H., from 5900 Lyons Ave., to 6006 Lyons 
Ave., Houston 20, Texas 

Thomas, Laurel R., from Los Angeles, Calif., to Euclid Ave. 
at Seventh St., Upland, Calif. 

Todd, Arnold Carson, KC ’57; Oklahoma Osteopathic Hospital, 


~ Ninth St. & Jackson Ave, Tulsa 7, Okla. 
Tomashevski, Henry L., from Wyandotte, Mich., to 4228 Liver- 
nois Ave., Detroit 10, Mich. 


Urbain, Paul G., from 616 Rentschler Bldg., to 405 New Dollar 
Federal Bldg., Hamilton, Ohio 


By MICHAEL BERNREITER, M. D., | Van Kleeck, William, KC ’57; Lancaster Osteopathic Hospital, 
Assistant Clinical Professor of Medicine, Lancaster, Pa. 
University of Kansas Medical School; Chief of | Vercler, Marvin E., KC ’57; South Bend Osteopathic Hospital, 


i a *s Hospital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 
& Verrastro, Thomas R., CCO ’56; 1300 Westfield Road, Rahway, 
Kansas City, Missouri. N. J . y 


For the physician interested in the use and | — Ge, oo 420 E. High St. to 416 E. High 
interpretation of the electrocardiograph this - — \Warq “Harold M., KCOS °57; Kirksville Osteopathic Hospital, 
book sets a new standard of practical 800 W. Jefferson St., Kirksville, Mo. 

usefulness. Beginning with a lucid explanation | Wesley, Carl J., from 301 S. Catalina St., to 1310 Echo Park 


f the basi inciples involved, the text Ave., Los Angeles 26, Calif. 
West, Walker, W., KC ’57; Glendale Community Hospital, 800 


considers thoroughly the “why” and the < Adams St. Glendale 5. Calif 

interpretation of the electrical phenomena Whitaker, Richard W., PCO °57; Bashline Osteopathic Hospi- 
produced by cardiac action in both normal and tal & Clinic, Cor. Pine & Center Sts., Grove City, Pa. 
abnormal heart conditions. The diagnostic Willis, Robert L., KCOS ’57; Kirksville Osteopathic Hospital, 


800 W. Jefferson St., Kirksville, Mo. 
of We unter are Wisby, Meivin L., KC.’57; Clare General Hospital, Clare, Mich. 
liberally illustrated with schematic drawings Wood, Eugene R., KC ’57; 532 Maple Blvd., Kansas City 24 


Of special interest is Dr. Bernreiter’s Zager, oe A. ~ got, Forest Hill Hospital, 924 E. 152nd 
authoritative treatment of technical aspects Zohoury, Badi, PCO °55; 12130 Sanford, Detroit 5, Mich. 
such as cardiac arrhythmias including AV 
blocks, myocardial infarction, right and left 
bundle branch blocks, ventricular hypertrophy, 
ischemia, current of injury and death of 
myocardium, and the effects of drugs and | 
electrolytes on the electrocardiogram. | 


Applications 


Whether the reader is interested in basic for membership 

understanding or in a concise review of the 

technics of interpretation and diagnosis, 

ELECTROCARDIOGRAPHY is an 

eminently practical source of knowledge. CALEPOREEA ; 

Forler, E. Paul, (Renewal) 8634 Norwalk Blvd., Los Nietos 
ili val Agnes Ave., North Hy- 
130 Pages 92 Illustrations —— B., (Renewal) 4904 Agnes Ave., North Holly 
NEW 1958 $5.00 
FLORIDA 
| J. B. LIPPINCOTT COMPANY, | MICHIGAN 
| East Washington Square, Philadelphia 5, Pa. | | Fowler, Kenneth L., (Renewal) 100 S. Bridge St., Linden 
in Canada—4865 Western Avenue, Montreal 6, P. Q. 
Please ent der and send me: 
| ae oe ae | Field, Samuel Howard, (Renewal) 4101 Main St., Kansas City 
ELECTROCARDIOGRAPHY ........... $5.00 | 
| | Weiss, Sidney, (Renewal) 309 Marlton Ave., Camden 5 
0 Convenient 
| Monthly Payments | NEW YORK 
| ZONE. STATE ......... | Irving, (Renewal) 127 W. Seaman Ave., Freeport, 
| JAOA—5-58 Payment Enclosed | 
A i Corbett, Lawrence E., (Renewal) 907 E. Main St., Clarion 
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when more than toast is burnt 


Although the family breakfast is no more than a routine chore for most 
housewives, for others it is an inescapable ordeal. 

In such patients, weighed down by recurrent periods of stress, Dexamyl* — 
the unique “‘normalizer’”—will often dispel feelings of “‘inadequacy’’ and 
depression, encourage optimism and confidence. 
‘Dexamyl’, a combination of Dexedrine* (dextro-amphetamine sulfate, 
S.K.F.) and amobarbital, is available as tablets, elixir and Spansule* 
sustained release capsules. 


Smith Kline & French Laboratories, Philadelphia 


*T_M. Reg, U.S: Pat. Off. 
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Motorized 
Intermittent 
Traction! 


e A proven traction 
therapy technique 


Provides more rapid 
relief of pain 


Smooth, even, cyclic 
cervical traction 


Automatically con- 
trolled by 


Successful treatment for relief of pain resulting from 
complications in area of the cervical spine. The Nec- 
trac is inexpensive, easy to use in office, hospital or 
home. Hang on door, wall or bed. Patient operated, 
electric motor driven. Traction easily adjusted. Also 
used for pelvic traction. 3 


SINCE 1895—STANDARD OF QUALITY 


DE PUY MANUFACTURING Co.., Inc, 
WARSAW, INDIANA 


PAINFUL JOINTS 


AND MUSCLES 


Arthrit 
@ Neuritis 


Pain, inflammation, swelling and congestion are quickly 
relieved by local application of Arthralgen. 


AIR THUR AILGIEN 


(Arthraigesic Unguent) 
Contains: 
Methacholine Chioride—for vasodilatation of both 
arterioles and capillaries 
Methyl Salicylate—for analgesia 
Thymol and Mentho!l—for penetrating warmth 
1 oz. tubes and 8 oz. jars. Samples on request. 


919 North Michigan Avenue, 
WHITTIER LABORATORIES 11, thinois 


Well constructed strong. 
Will not tip or shake. 

Easy to open and close. 
Length 69”. Width 22”. 
Height 2714”. Weight 32 Ibs. 
Walnut finish. 

Simulated leather covering. 
Heavy standard padding. 
Shipping weight 40 lbs. 


212 E. Ohio St. 


Price $42.50 
(Paratex and felt) 2” Paratex padding $12.50 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 


FOR 
HOME 
AND 
OFFICE 


Chicago 11, Illinois 


Journar A.O.A. 


| 
| 
| 
| 
q | 
| 
| 
IDEAL FOLDING TABLE 
132 


SITE OF INFECTION IS NO OBSTACLE TO DECISIVE BROAD-SPECTRUM ACTION. 
ACHROMYCIN OFFERS FULL TETRACYCLINE EFFECT IN CONVENIENT, PRACTICAL 
DOSAGE FORMS TO MEET EVERY MEDICAL REQUIREMENT. THAT'S WHY SO MANY PHYSICIANS 
LOOK FIRST TO ACHROMYCIN FOR PROMPT CONTROL OF INFECTION IN: 


OPHTHALMIC 
SUSPENSION 1%: 
4 cc. plastic dropper-type 


NASAL SUSPENSION 
WITH HYDROCORTISONE 
AND PHENYLEPHRINE: 
15 cc. plastic squeeze bettie. x 


me *Reg. U.S. Pat. Off. 


TETRACYCLINE LECERLE 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 


Vow. 57, May 1958 


| 
: 
: 
STERILIZED, 25 mg.: | 1 bottle of powder 60 my. 
-TROCHE:! 
15 mg.: 
|! ) Botties 
25 and 250, 
2 . / 
in 
I 
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Choledyl, 400 mg. q.i.d., relieved associated bronchospasm 


D I] ag nosis —emphysema, chronic bronchitis and 
atelectasis. Now, to prevent the crisis episode in emphysema, prescribe 
Choledyl. Choledyl, the easily absorbed oral xanthine, 

relieves bronchospasm, prevents acute asthma attacks, stimulates 

the respiratory center, helps relieve interstitial edema 

... with less gastric irritation than with oral aminophylline. 


! to prevent the crisis episode in emphysema 


| : Brand of oxtriphylline formerly a product of Nepera Laboratories © 


WARNER -CHILCOTT 


JourNAL A.O.A; 
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Advantage of 


Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


J Unmarried women can use vaginal tampons’ 


vA Tampons do not cause erosion of the 
cervix, vagina or labia’ 


vA Tampons do not irritate the vaginal mucosa’? 
Tampons do not block the menstrual flow’* 
Tampons minimize menstrual odor'* 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References 

1. Karnaky, K. J.; Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAM PAX” 
for internal menstrual hygiene 


Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 
Tampax Incorporated 
Palmer, Massachusetts 


AOA-58 


Vor. 57, May 1958 
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Abbott Laboratories, 40 

Aloe, A. S., Co., 88 

American Bakers Assn., 44 
American Felsol Co., 88 
American Ferment Co., Inc., 108 
American Meat Institute, 24 
American Optical Co., 36 
American Osteopathic Assn., 132 
Ames Co., 110 

Armour Laboratories, 16 

Ayerst Laboratories, 90, 91, 96, 99, 136 


Baum, W. A., Co., 113 

Birtcher Corporation, 116 

Borcherdt Malt Extract Co., 118 

Bristol Laboratories, 26-27, 48, 49, 72-73, 
Insert Between 48 & 49 

Bristol-Myers Co., Cover II 

Burroughs Wellcome & Co., Inc., 8, 56 


Camp, S. H., Co., 35 

Chicago Pharmacal Co., 97 

Ciba Pharmaceuticals, Cover IV 
Cole Chemical Co., 47 

Colwell Publishing Co., 119 
Cutter Laboratories, 64 


Dartell Laboratories, 107 
Davol Rubber Co., 65 

De Puy Mfg. Co., 132 
Desitin Chemical Co., 105 
Dome Chemicals, Inc., 106 


Eaton Laboratories, 9, 12-13 
Endo Products Co., 103 
Esta Medical Laboratories, 122 


Fleet, C. B., Co., Inc., 55 


Geigy Pharmaceuticals, Insert Between 


32 & 33 
General Electric Co., (X-Ray Dept.), 45 


Harvey, G. F., Co., 128 
Hobart Laboratories, 112 
Holland-Rantos Co., Inc., 59 
Irwin, Neisler & Co., 37, 57 
Johnson & Johnson, 77 


Kinney Co., 100 
Kremers-Urban.Co., 98 


Lea & Febiger, 88 


’ Lederle Laboratories, 46, 86-87, 133 


Leeming, Thomas & Co., Inc., 93, 95 
Lilly, Eli, & Co., 92 
Lippincott, J. B., Co., 130 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), 38, 70-71 

Massengill, S. E., & Co., Insert Between 
90 & 91 


Vor.. 57, May 1958 


McNeil Laboratories, Inc., 58, 74, 76 

Mead Johnson & Co., 33, Insert Between 
16 & 17 

Merck, Sharp & Dohme, Inc., 68-69 

Mosby, C. V., Co., 114 ; 

Mulford Colloid Labs., 25 

Mutual Benefit Life Ins. Co., 82 


National Drug Co., 6 
New York Pharmaceutical Co., 137 
Nordmark Pharmaceutical Lahs., 22-23 


Organon, Inc., 102 
Ortho, 124 


Parke, Davis & Co., 4, 42 
Pelton & Crane Co., 117 

Pet Milk Co., 138 

Pfizer, Chas., & Co., Inc., 10-11 
Picker X-Ray Co., 1 
Professional Printing Co., 121 


Quaker Oats Co., 39 


Riker Laboratories, Cover III, 109 

Robins Co., A. H., is 

Roche Laboratories, 
74 &75 

Roerig, J. B., & Co., 63, 84 

Rorer, William H., Inc., 104 ‘ 

Roussel Corporation, 50 


Insert Between 


Sanborn Co., 34 

Sandoz Pharmaceutical Co., 115 

Saunders, W. B., Co., Cover I, 119 

Schenlabs Pharmaceuticals, Inc., 18, 94, 
101 

Schering Corporation, 3, 30, 120, 123 

Searle, G. D., & Co., 67 

Sherman Laboratories, 111 

Shield Laboratories, 75 

Smith-Dorsey, 19 

Smith, Kline & French Labs., 60-61, 89, 
131 

Squibb, E. R., & Sons, 32, 78 

Standard Laboratories, Inc., 80-81 

Strasenburgh. R. J., Co., 20-21 

Stuart Co., 7, 31 


Tampax Incorporated, 135 
Taylor Instruments Co., 119 
Truform Anatomical Supports, 79 


Wallace Laboratories, 41, 83 

Wampole Laboratories, 126-127 

Warner-Chilcott Laboratories Div., 5, 54, 
125, 134 

Warren-Teed Products Co., 66 

White Laboratories, 14, 28-29, 52-53, 62 

Whittier Laboratories, 132 

William & Wilkins Co., 51 

Winthrop Laboratories, 17, 129 

Wyeth Laboratories, 43, 85 


IRRITABILITY 


MENTAL 
DEPRESSION 


ABDOMINAL 
PAIN AND 


ENSION®* 


*These conditions respond to HVC [ip 
(Hoyden’s Viburnum Compound), | 
prescribed by physicians for over ff 
ninety years as a sedative ond 

smooth muscle relaxant. Sympto- 
matic relief is both prompt and 
prolonged. 


HVC 


HAYDEN'S VIBURNUM COMPOUND 


AND PROFESSIONAL SAMPLES. 


Please my to: 
Nome 
Street 


(}) Fergusen, J. H., Archives Medices 
de Cube, 7:189 (July-Nev.) 1956 


: 
. HA & FAZIGUE 
: ue tO. 
y 
Contains viburnum opylus, dio 
scoreo, prickly ash berries, oro 
matics and sufficient alcoho! to 
release the resins in the crude 
USE COUPON TO REQUEST LITERATURE 
i 
| Bedford. Mass USA. 
; 
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ean 


HOW TO HELP SCALES 
PLAY A HAPPIER TUNE... 


Keeping patients on low-calorie diets is one thing—keeping 
them happy on such diets is something else again! But new PET 
Instant Nonfat Dry Milk can help in several ways. 


_Rich in high-quality milk protein—36.5% protein in dry form 
and virtually fat-free—PET Instant can contribute a substantial 
amount of this body-building nutrient. Reconstituted, it makes 


INSTANT 


a refreshing beverage with only half the calories of whole milk. NONFAT DRY MILK po ~* 


PET Instant is unusually easy to mix . . . instantized by an 
exclusive process so that it dissolves almost at the touch of water. 


Used in cooking, in either dry or liquid form PET Instant, 
comparatively low in calories, may even permit the addition, 
to the diet, of favorite dishes not permissible when made 
with whole milk. 


And—good news to your patients who find many 
special-diet foods prohibitively expensive—PET Instant costs 
as little as 8¢ a quart! 


NEW PET 
NONFAT PRY MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS It, MISSOURI 


Journav A.O.A. 
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Many such 
hypertensives have 
been on Rauwiloid 
for 3 years 
and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 
*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


Enhances safety when more potent drugs 
are needed. 
Rauwiloid® + Veriloid® 
alseroxylon. 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


just two tablets 
at bedtime 
After full effect 
one tablet suffices 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dibydrate 250 mg. 


in severe, otherwise intractable hyper- 
tension. Initial dose, 4 tablet q.i.d. 
Both combinations in convenient | 
single- 


tablet form. LOS ANGELES 


i 


¢ 
; 
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Documentary Case History... 


Hypertension controlled 
for four years with 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur. 
rent dizzy spells and headaches. “‘I’d get several attacks 
a day. ... Usually I'd go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 141/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Etrxirs, | mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


(reserpine CIBA) 


ENVIRONMENTAL ENDOGENOUS 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 
Arch. Int. Med, 96:530 (Oct.) 1955. 


$3 
4 


